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ABSTRACT 



Graduate medical ^education (GME) in .the military 
services was investigated with respect to the following concerns: the 
maximum capacity of each military medical department to conduct QME 
programs in its own 'hospital; how the^e programs '^affect the 
• recruitment aad retention of military phys^icia'ns; and the optigial 
.sizes o*f such pro"grams. It is suggested tKat since the Navy and the 
Air Force are botH approaching a new era in which physician sb^Drtagtes 
will no longer be a problem, ' the size of the GME programs—along with 
ot^ier physician inanpoVer policies affecting recruitment, retention, 
promotion, and assignment, of physiciansr-^wi^ll Have to be adjusted to 
function in a period t)f likely surpluses of p)iysicians in many 
spjecialties. Based on site visits*, it was colicljuided that all th^e^ 
military medical departments-^prdbably have expanded their GME 
progranis to the maximum capac i ^^y l^sed' on currently available 
facilities and resources, inclw^ng staff and patients) or slightly 
in excess, of maximum capacity in- some -cases. The, optimal size pf the 
GME program is 5 function^ o£ the availability of the numbers and 
kinds of military physicians neeaed. Siiice the pertinent ^ 
circumstance^ of each of the three medical departmeflts are different, 
no basis vas seeh Ibr assoiming th,at all three departments s^puld be 
required to operate with the s^me.^proportion of their active duty 
medical officers i^n GME states. It is recominended that the Department 
If of Defense withdraw .*its 1977 directive, t6 the three military medical 
departments to limit the fraction of active duty physicians in 
military GME assigomentis* to not more than 20 jiercent of. the active 
duty physixrians, strength in 1985. Maintaining high ^^quality military 
GME and scholarships is addressed. li bibliography and sample ^ 
interview guides , are appended,/ (SW) 
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I have th'e honor of l^1|P|BHis, the 'Institute of Medi^liae a , 
report of a study supports dbynthe De^pdrtment of Defense' entltl^cf, 
"Graduate Medical Education an4 MiKtTary Medicine", This refTort 
'•copomissioned over a perioji ^f 14 moriths and the committee members 
were all involved in on-sit^ visits as well as meetings of the 
committee as a .whol^. 



Our coranittee \^as made up of a number of distinguished in- ^ 
dividualsi many qf wHom had had significant military e:^erience which 
made the work of the committee somewhat easier/ .^1 wou^Plike to p4i^-, 
ticiilarly thank David Xildion, Study Direct:9r, Deborah Schwartz*, Staff 
Associate, and Jeffrey Schiieider, M.D.,. Consultant. ' The staff con- 
tributed enormously Toward* the* or ganization'^f the study and in ^ / 
arranging rather complex logistics for site .visiting »and interviewing. 

A tiate about fch^ orgatlization of Ithe report: Chapter I is a 
siapn^ry intended to provide the rea<}er>vho does not wish to read t^e 
entire- report with 'i:he essentials- ^nd "highlights 'bf the report- Thus,, 
there ifi a' redundancy between that chapter and succeeding chapteps. 
At th6 same time f or ^the readej who will go through. thfe entire report, 
th^ first chapter does serve as a useful guide to the fuller discussion 
in* chapters 2-5. " ♦ 



LeTonard^ W. Cronkhite, Jr.,^M.D. 



viil 



GLOSSARY 



ACGME 



DOD 

> 

,(a4ENAC 



'»10 
HPSP 

iOM 



y 



V 



CHAMPUS 



Acffredltatlon Council for Graduate Medical Education.. 

. The organization that officially accredits graduate \ 
medical education programs In all speclaltl^^s. Its 
membership consists tW^Che American Medlcalr 
Association^ the AssocaStflon of American Medical 
Colleges, the American Ho^oital Association, the 
Council of Medical Specially Societies, and the 
•American ' Board of Medical Specialties. It wa8^fl>rmed^ 

, in, 1981 to replace 'the Liaison Committee on GraiduaJ 
Medical Education, a similar organize 

performed tfhese functions through 1980.^ 



wljiclL 



The Civilian Health and Medical Program %l the 
Uniformed Services. A program similar to health 
insurance un^ler which civilians eligible for Medical, 
care Ih military facilities can obtain* needed care frcjm 
civilian providers when they cannot obtain needed 
services in military' facilities. Costs are shared 
between the Department of Def-^nse and the patients. 



Department of Defense 
Graduate >?^dlcal. Education 



Graduate Medical* Education ^Ia4:lonal Advisory Committee. 
A public advisory committee appointed by the Secretary 
ot the Department of HealWi^, Education and Welfare. in 
1976 tp advise the. Secretary on the numbers *o^f 
physician's required in each specialty to bring supply 
and requirements Int-o balance, methods to improve, the 
geographic distribution of physicians and* mechanisms to 
finance graduate medical education. Its, final report 
was published Iti September 1980. 

Health Maintenance Organization ^ ' , 

The Armed Forces Health ^Professions Scholarship* ^* 
Program 

The Institute of' Medicine* of the National Aca<^Ay of 
Sciences I 

The Uniformed Services University of the Health Sciences 

^ , ' . 
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CHAPTER 1 
/ 



J 



SUMMARY, COKCLUSIONS, AND RECpMMENDATIONS 



Suitmary 



Th^.. cfiree military medical clepartm^nts expanded their .graduate 
medical education (aiE) programs very rapidly after the doctor draft, 
ended in June 1973. By the late 1970*8, a substantial fraction of 
active duty military physicians were interns, residents, or fellows. 
In- 1979, the Department of Defense issued a directive. to the three 
Surgeons General. to limit the fraction of military, physicians in 
3radua,te medical education positions by 1985 to not more than 20 
percent of their authorized j)hyslcian strength. All three Surgeons ' 
General disagreed strongly with this directive. The, Assistant 
Secretary of Defense for If^alth Af fi^irs .then requested the Institute 
of "^Medicine (lOM) to undertake^ a study of graduaf^ medical education 
in the military services that would address three questions: , 

1. What; is- the maximum capacity of each mj.ll£ary medical 
department ta'conduct GME programs in its own. hospitals considering 
the availability of (a) patients, (b) staff, (c) fajcilities, and (d) 
other pertinent* resources? * ^ 

2. How dp these programs affect the recruitment and retention 
of military physicians? 

3. What .'are the optimal sizes -tff such programs? 

The lOM contracted ^to do the study In May 19,80. A study 
eommlttee w^$ appointed and held its first meeting in Junfe 1980. At 
that meetingv'the three Surgeons General pointed out that the most 
important reason for the decision to expand GME programs in military 
hospitals was the need to iiic^ase the number of physicians .on active 
duty status,.' The GME programs. In conjunction with the Armed Forces 
Health Professions Scholarship Program (HPSP), assisted in the 
recruitmeyit and retention of physicians— assistance that was badly 
neel3ed because the mlJLltary medical departments were below authorized 
strength ^nd were particularly ^hort in certain specialties* 
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* Because most military GMB programs are condutte^d in a relatlvel^^ 
sfmall numb|er of major medical centers, the expansion of GME has 
concentrated substantial numbers' of active duty physicians In these 
centers. About 60Z'of Army physicians, for exai^le, are assigned to 
eight medical centers, most of which are located In large clfles t)iat 
^re not hear posts with large troop concentration* Many of the / 

' Army's "community" ijospltals on posts with large numbers of active 
duty personnel and ^ependentq are short of physicians. Hence, some** 
observers considered that . the'declslon" to expand GME extensively has 
had adverse consequences for ^he, staffing of **communlty" hosMtals • 
ThlS|is the central points of .^ilsagreement that led to the stuily* 
Other questions implied by the charge to the committee include: Is 
it necessary for the military to operate any QIE programs at all? Is 

' there a need for a "cap** on military GME? Is it reasonable or 
appropriate to expect each military medical department to operate the 
same proportionate amounts of GME? Tq what extent, and in What ways, 
are changing external clAumstances — in the civilian medical 
education and health care sectors— likely to affect the military 
physlcfan manpower pools and the role of milit-ary GME? * 

After exploring the literature and the availability of data^ the 
committee concluded that the report should be based on' information 
derived from thsee set's of activities: 

• A review of the Il.terature and analysis of ad hoc data to be 
obtained from the Department of Defensfe (DODT. This woqld 
be used to examine the missions/roles of the military 
^ medical departments, the resources available ^o them, and 

the public policy and other circumstances relevant to the 
questions being addressect\b^ tlje committee • 



# Site visits to a sample of military hospitals — both teaching 
hospitals and community hospitals without GME programs--to 
interview resldejits, staff physicians, h<yspl):al commanders 
and others. # 

Analyses of probable trends in military^ physician manpower 
uslng^ mathematical model developed for the purpose by a 
DOI> contractor. 

If should be understood that none of the questions addressed ^by 
tlie committee can be answered objectively and unambiguously by 
straightforward collection and analysis of data and the "application 
of objective criteria to the findings. The responses rest' heavily on 
professional judgement. The information derived from slt« v^^sits to 
nine medical centers and from the Advisory Council on -Graduate 

s. Medical Education (AC^) provided the basis for responding*- to tbe 
question on maximum capacity of GME. » The site visit .interviews, p>us 

^ a review of the literature, provlde<l the basis for responding to the 
, qliestlon on the effefcts of ^GME on recruitment and retention of 
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^ ' ' - * « * • 

physijcianS-./ Analysis* of trends in/ifilitary physician manpower pools 
under various assumptions, together with other materials, including 
the recent report of the*GraduatB*Medical Education National Advispry 
Committee Cfl|ffiNAC) , provided^ a basis for discussing the optimal sizes 
of t;he GME programs. ' »^ . ' 



Perspectives on Military Medicine . ' 

The primary responsibility; of each military Wdical d^p.artment is ^ 
to maintain ^th'e health- of the ictlv6 duty -forces and to be prepared 
to treat a large -number of Ca'affalties it; -care 'of war. In peacetime 
they also provide medical c^re'^^n a space available basis— to the 
(Jependents of active dufy personnel, to retirees ^nd their dependents, J 
and to the dependent Survivors oi^Ae^e&sei ac»tiVe duty personnel. 
The two missioijs — the "readiness" mission and the "beneficiary" 
mission — are both complementary and competitive. They are 
complementary because civili^ti patients a^re needed in peacetime to 
maintain'the skills of the professional /nd supporting. staff s of the 
medical department ^or Che "r4afdi^e6a" mission. Tjiey ate competitive , ^ 
became the mix;' of' service s^-anifc the types <^ Specialists—needed by 
civilian Jjenef iciaries in.peace^me are. very different from those 
needed by active* duty personnel'J-n wartime. 

Hiie committee retogniaied that the "optimal size" of the , GME ' 
programs is clearly relate^ to the authd(rized sfze of the Mlitary 
medical departments in peacetrttie. AncTfhTft size of the military 
medical departments should be.derlvei^ot only from purely military 
considerations — e.g., s^^ze and deployment of the armed forc^9, the 
nature'of the wartime "scenarios" on which ^military plans and 
capability are based, \theat!^r evacuation policy, the size and 
readiness of the reserves, ftatial wartime casualty estimates — but ' / . 
al^p the potential relationships with civilian medical facilities in 
peacetime and in Var. But the committee'' Was advised by the study 
sponqftT that exploration of . these issues was well beypnd its terms of 
reference. ,,Accordina|ly>' th^ sfze of each of the medical 
departments — and the numbers "arid types of physicians each is , 
authorize4 to have for its- mi^rfSion — was accepted without review by 
the committee. ^ J ' ^ * 

The three military metrical departments are fesponsible for 
providing medioal cafe to-Sbout 2 million active duty personnel, 2.5 
million dependents, and 3.9 million retirees, their families, and 
other civilian beneficiaries. : Although "not all of the civilian 
belief iclaries re'ly oft -tRe 000 for their medical care, a large number 
'obtain their care from military medical facilities or the Civilian 
Health and 'Medical Program of 'the Unifoxrm'ed Services (CHAMPUS). The 
military rely .on civilian patients in peacetime to maintain 
prof esslon^^. and technical staff skiUs to support Offi programs, so 
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thgiy prefer to keep CHAMPUS as a* Jess satisfactory alternative to use 
of military medical facilities for civilian beneficiaries — that is, 
as a fall-back pofeition. The fact that CHAMPUS is viewed as a less ^ 
desirable alternative to direct care (.because of the co-payments ^ 
required and the fact tTiat some medical services, ar^ not covered by 
CpAMPUS) is a causfe* fbr^ dissatisfaction. • This has generated strong 
pressares on the Congress to reduce CHAMP.US co-payment requirements - ^ 
^i;id to increase the servi<:e. coverage. Currently, an experiment' is 
underway determi^ne whether CHAMPUS beneficiaries should be allowed 
C^^' . * to enroir in civilian hea^lth maintenance organizations (HMOs) -with 
V- ^ .CHAMPUS contracting to^ cover a substantial* portion of the premiums. 

Should this prove popular, especially for retirees, it oould reduce 
demand for services at a*number of major military niedical centers and 
for^e reductions in medical ca« and GME programs at those center 

World War II ended^milifary medicir^e^s relative isolation from 
the mainstream of American me/llcine. After the war, all three 
military medical departments started GME programs to maintain 
(fontinuing associations with *academic t&e^ical centers and to attract 
highly 'qualified physicians to choose careers In military medicine. 
During the period from World War II until June 1973, the draft 'and 
y the Berry Plari (which permitted medical students who volunteered for ^ 
^ military service to defer entry^on active duty until they had 

completed their graduate medical educatfon) provided as many trained ' 
physicians as were needed by the military. 

The end of the draft 10*^971 brought about two major changes iii 
circumstatftes: (1) the military could not recruit sufficient numbers v , 
of physicians to maintain authorized* numbers on active, duty,, and (2) 
sj^vere . shortages in key specialties appeared" and persisted for 
years. The aoility of the ipilitary to recruit physicians in the ' * ^ 
mld-19708 was affected by the other changes'that had occurred since 
' ^ -World War II: ' • . ^ 

^ the rapid growth of private third-party health insurance . , 
beginning in the 1950s and the passage of ^Medicare an'd 
Medicaid iri the tnid 1960s, all of which helped 4:o stimulate 
' * inflation in hospital costs and physician^ incomes 

• a Large expansion in the number of hospitajr beds in* the ^ 
i' qountry 

• ^apid growth in medical research^ centered largely in the 
^ medical schools, which led to growth in medical 

' specialization, increases in numbers of full t*ime clinical 
I faculty, and increases in* specialty training 

a* change in the proportion of graduating physicians planning* 
to undertake 376 years of GME; 94 percent of all recent 
graduates plan to complete GME ahd acquire board 
Certification. 
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By the late 19508 and early 19608 the«# wd8 a widelyrsharei' 
perception that there was a aerlous national shortage of physicians. 
This prompted federal action to stimulate establishment of new 
medical schools and^o expand, enrollment of existing schools. By 
1980, the number of medical schools had increased by 40 percent^and 
enrollment had doubled. At the same time, tuition fees had climbed 
steej)ly, particularly in the private schdols. The federal government 
also adjusted its ichmigration policies to attract foreign medical 
^aduates and many entered -tliis. country. ^ 

\ * , ' ' . ' * 

In I972^.th^ear before the draft ended, the Uniformed Services 
Health Prof essioSw Revitalization' Act was^ passed. This law 
established the Arm^d forces Health Professions Scholarship Prograyn 
which authorized the three military medical departments^ to providev^ 
'.total of 5600 scholarships per yeaf to students in health^ ^ - 

professJLonal schools in exchange for service obligations ,(on a 
year.-f or-year Basis) after graduation. It, also established the 
Uniformed Services University o? the Health Sciences, the principal J 
' component o'f which is a mii^itary medical achool. The schoiarshlp 
(PPSP) program is now the main source of physician recruits for the 
military, although physician volunteera also are important^ The USU 
graduates will become increasingly important in ^e mid-to/Ute 1980s. 
< • '/ ^ ' ' ^ 

^ \ ' The effects of the feder'al actions to ease physici^n^iortages 
pA'have already, begun to cTiange^ the physician population r.atios 
significantly. The GMENAC report estimated, that the number of 
Vphysicians per 100,000 population in the U.S. will inc^^se from 171 
in 1§78 to 220 by 19SfO an^ 2A7 by the year 2000 if the currently 
projected Output of U.S. medical schools is sustained throughout this 
period. * • 



Physician Manpower and Military Medicine 

, * ,1 

Military medicjnfi^ has experienced two eras since World War IT and 
iV about to enter a third, fijrst was the draft era which lasted 

from World War II until June 1973.' . During this period the military 
had no problems in obtaining the numbers and types of physicians they 
needed. The Second, era is a period of transition in which shortages 
of physicrans are gradually eased by the growing output of the HPSP, 
USU^ 'and volunteer Recruitment programs. The third era — which the 
Navy aad Air Force are now entering^ and whicK.the Army Should enter 
in a few years — is one in which physician shortages will no longer be 
a problem, evew .without ^the draft. 

The transition, era differed from the draft era^in the following 
ways: * ^ ^ 



p 

< 
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!• Total numbers of physicians on^ active duty dropped below the 
numbers-each medical department needed and was authorized to have on • 
active duty. In 1977 the -Army was 23 percent belo\(, the l^avy 5 
percent and the Air Force l3 percent 'below their authorizedxStrengt"h8. 
« * • 

2* Severe • shortages of certain 'specialists appeared and 
persisted — e.g., r^'diol'ogists, anesthesiologist^, orthopedic ^urgeons 
)&nd other surgical specialists. ^ 

3. Most of the new recruits were untrained physicians — either 
new graduates from medical schools ot recent graduates who had 
ca3n)leted an internship but had not had residency training. 



4 

4. Of the relatively small numberrof fully-trained volunteers 
who |:ould be recruited, fit significant fraction were foreign medical' ^ 
gratniates, many of whom came ^rom countries with very different 
languages and. cultures. 

\ ' ' ^ 

> • * Both the Navy and the Ait Fj^rce currently have reached their 

authorized* physician strengths and are emerging* from the transition 
era. But both still have substantial fractions of ^heir ph'ysipians ^ 
ifc GME positions, and about one fifth of their physicians not in ' 
t * training status who have patient caxe assignments are general medical 

officers or flight surgeons who. have not had residency training* 
Both services still have shortages in some specialties. The Army is 
still 13. percent below its. steady-state atithorized strength. 

Analysis of .the probables, trends^ in military physician 
manpower — using a mathematical model that permitted examination of 
the consequences of a', number of expj.icit assumptions — ^led the 
. committee? to conclude that: i 

\ 4 * 

1. Unless some everits occur to make military service less 
^ * attractive to physicians is currently the cas^, the end of 

^ . era df physician sMfertage^JLs in sight. 

2. Maintaining hi^h ^evelsx>f GME^will help the Army to recjjice 
the number of years it will t^e to achieve its authorized level of 
active duty physicians. The Navy and the\ Air Forte may not need ^o 
continue maintaining such high levels of (^E. ' . ^ t 

3. Th« totaSr numb« and distribution of^HPSP recipients among f 
ethe three medical services should be r€?-e»amined . The Navy ^nd the 
Air Foi:ce share probably should be reduced ^nd the Army's increased^ 
(as is explained in' chapter 4). ' • 

^ The committee commenced iTts study with the' assumption thaf the 

central cono«tn of all three military medical departments was the * 
. shortage of mfiitary physicians* VP^^esentations by all three Surgeons ^ \ 
General had ^emphasized this view'^ A 
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" It^ is now clear that circumstances are changing sfi rapidly thati^ 
all three military services must start to dcfjust to a v.ery different 
se*^'Of problems; namely* lio\/ to maintain a^ properly-balanced, high 
quality force of active duty, physicians in a civilian environment in , 
which physicians in most specialties will not be in short supply. 
t>ollQles aiid prog;?ram? Effecting rex:ruitment, assignment, promotion 
amd career reten^ipn must be ad justed' to .circumstances that require a^ 
certa'frr number of new physicians to enter each year, a certain number, 
to J-eave after completion of obligated service, but well before 
retirement' ellgi"6lity, and some to ^emctin on active duty urltil they 
relire. , .iop^ilsti;cated new planning and management techniques will 
have to be,,developed and some critical policy decisions made by each 
of the mili'tary medical departments to function effectively in the 
ridwly emerging era^ • / /. . t 

As^ the 'military services achieve their authorized active duty- 
strength, there IsT an opportunity to use^ the FPSP, together with 
military GWE, to staff the reserve ^components of each medical j 
department. At present, the Army's physician reserves are -staffed at. 
cvnly 27 percent of authorized strengtm. The Navy and the Air For ^e 
reserves are at 76 percent and 77 p/rcent, respectively, of C 
authorized Strength. If the HPSP legislation Were ataended to penn^^ 
payback of obligated- se,rvice by service in thejreserves — e.g*, three 
years of reserve service in lieu of one year of active duty 
service — these deficits could,be remedied In 'a relatively few ye^^rs. 

Jven with this authorization i,n place, in two or three years both 
the Navy and the Air Force will have more HPS? recipients becoming 
available for service each year than they wi^l^be able to assign 
either to active duty or reserve positions at present* authorization 
levels. But the Army will still haVe Substantial requirements both 
for active duty and reserve •service. Modifying the distribution of 
HPSP reclT)ients to give the 'Army a^uch larger share is clearly 
apxpropriate. 



Graduate Medical Education and Military Medici 



1^ > / ♦ 



GME 



Military GME trainees as a^ fraction of total active dut::g^1 
physicians greV very rapidly since the early 1970s'. In the Army, 
expanded from 14 percent of the active duty force to 39 percent 
between 1970 and 1980; Comparable figures for the Kavy were 17 , 
percent and 30 percent; for the Air Force, 9 percent and 19 percent. 

^ / ' 

The role of military Q!E is becoming more significant in the 

national context. In 1970, military GME positions were' 3 percent of ^ 

the national total' of GME positions. In 1980, military GSME accounts 

for 5 percent of all Gfffi positions. This has occurred during a- 
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period in which the rati^*6f the number of first' yeat GME positions 
to the number of U*S. medical graduate^ each year has diminished from 
1.8 to 1.2. Thus, the relative importance of military GME compared 
with the civilian programs has clearly increased. There are strong 
pressures in the civilian sector to reduce GME 'programs. This is a 
circumstance of great importance for military medicine becanpe it 
clearly will-affect DOD decisions on the amounj(:^f GME to *be 
conducted in DOD hospitals^ and the amount to be^spon^red in ciV^ilian 
ho&pitaLs. ' ■ 

GME. programs are as impchrtant for their ppbcess effects as for 
theft output of trained specialists.^ The process effects include 
(1) the quality and the quantity of patient care in the hpspitals in 
which the programs are operating; (2) the number a,nd quality of 
physicians assigned to the'medicjal centers as ^ME*. trainees and 
teaching staff; and (3)Ythl attitudes toward j^^and understanding of, 
military medicijie by the X3ME trainees. The'output affects (1) the 
numbers ^d quality of- sjjecialists produced and available for field 
assignments > and (2) fhe number of st>eciafists oriented toward , 
careers. in military medicine. \ . ^ ' 

* 

The relative importance of military QME has varied in -each of the 
.eras of jpilitary medicine. In the draft era, the qualitative effects 
were most important. In the translation era, both qualitative and 
quantitative effects — esi5ecially the latter—were impoftant. In the 
physician surplus era, concerns both for quality and for achieving 
optimal quantities will become important. The quantitative concerns 
will be to ad-just the size of the enterprise so- that the otftijut each 
year will not exceed the number of vacancies for staff physicians in 
each of the^ specialtiee. 

The committee has concluded,- on the basis of its site visits, 
that all thiree military medical departmepts pi^obably ' have expanded 
their GME programs to the maximum capacity (^^ased on currently 
available facilities and resources, including staff and patients) or 
slightly iiy excess of maximum capacity in some cases. 

• * w, 

From the standpoinpof .^the emissions of the military medical, 
departmei\ts', the optical size of the GME program is a function of th^ 
availability, of the nqmbers' anfl^i^s of military physicians needed. 
When there are more than enough physicians avaljabl^^^ the optimal 
size could be as smell as the minimum 'size judged to be necessary to 
sustain high quality patient care When there are persistent 
shortages of^physicians, the optimal' size of the GttE program Is the 
maximum consistent with resource Availability aad maintenance of high 
•quality educational programs; . 

^ \ ' 

The committee sees no basis for; assuming thlt it wottlji be ^ 
appropria^te to require all^ three medical departments to operate with 
the^same proportion of tReif^ active duty medical officetrs in GME , 
Btatu9. The pertinent circumstances of each department are 

#.. . 
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different.* Each has a different amount, type, and distribution of 
. patient care facilities suitable for conducting GME programs and each 
has very different requirements for operational assignments for its 
physicians. 

^ ' * ) ^ ' 

Conclusions 

The Role of GME in Military Medicind ^ 

,GME 'programs in militarV hospitals have two majors functions : (1) 
to affect. the quality and qiantfty of patient care, and (2) tp affect 
the quality and quantity- pf the military pliysician manpower pool. 
^ GME ptograms help to insure the capability of the three military 
medica|t departments to deliver high quality patient care irt the 
medical centers and they also help to sustain the quality of care 
elsewhere in the system. This, in turn, contributes to the medical 
departments' primary military mission to be ready to .deal with a 
sudden influx of wartime casualties. During a period physician 
< ' shortages, the manpower effects of ^militaty GME are very impo^tant- 

The larger the** number and size'of the "^programs , the larger the number 
of physicians on active duty training status and in teachijig 
^ positions at«rthe hospitals in which the programs are conducted, and 
the larger the number of specialists turned out who^have been trained 
in military hospitals. " ^ , 

During tKe period, from the encko^W^rld War II unt*. the end of 
-^the draft in 1973, military GME was important primarily for its 
^ qualitative effects on patient care. The' program levels were 

modest. But with ^ihe end of the draft, the military medical 
departments found themselves in an era of physician shortages and 
they all enlarged their military GME programs *as much as possible and 
used 'them 'in conjunction w.ith the HPSP to. maximize their recruitment 
y and retention leverage. 

This set of circumstances is now changing. The Navy and ^he Air . 
Force are both apt)roaching a i\ew era in which phy&ician shortages 
will no longer be '•a problem. The Army is likely to be in the same 
position in a"*^ew years. When pfl^sician shortages are no longer the 
-central concern, the size of the GME programs, along with other 
physician manpower policies affecting rec.ruitm^nt , retention, 
promotion and assignment of .physiciai;i$, w/11 have to be adjusted to 
fujiction in a -period of likely surpluses .of physicians in many . 
specialties. The GME programs and other ^manp'o we r and personnel 
V. policies (e.g., assignments, promotions) may have to maintain a high 
quality physician force urider circutiistan<fes in^j-^hich- it will be 
necessary to allow only a fraction of ^hose who wish to do so to 
become career ^edica^ officers in order to permit the continued 
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, enrollment of young physicians and to assure reapQnable age and grfide 
distribution. The function of GME under these circumstances will be 
somewhat different than it was in Either of the two previous eras. 

Since passage of the Uniformed Servicels Health Professions 
Revitalization Act in 1972, the jnilitary serv^cies hav^ become deeply 

• involved in undergraduate as well as graduate medical education. The 
complete education of physicians depends on the (Juality of" both 
undergraduate and graduate phases. With the evident imprpvement in 
the ability of the armed forces to, attract and retain physicians., the 
militwy medical educational programs should be geared to attracting 

^nd retaining 4:alented students. Through the provisi6tr\of graduate 
medical education programs of high quality, both Uniformed Services 
University of the Health Sciences graduates and ^SP scholarship • 
recipients can ^e prepar,ed to operate medical departments' that can i)^ 
maintained at a high state of readiness and simultaneously provide 
high quality medical care to Civilian beneficiaries in peacetime. 
The future challenges' will be tto Select very talented students for 
the USUHS and the HPSP, to establish policies and procedures t*hat 
will permit the services to offei: career opportunities to those who 
demonstrate that they/are the most capable and strongly motivated 
during the- course of their undergraduate and graduate medical 
Education, and to limit the sdVvice of* those who are not as 
qualified • Graduate medical education in military hospitals pravides 
important opportunities to evaluate the talents and qualifications of 
potential career medical officers. It should be an -important phase 
in the development >Qf career medical offdrcers of, the highest quality. 



Maximum Capacity for Conducting Military GME 



Based on available staff, patients, and other current resource 
constraints, the three services have exp4ndeji' their tiilitary GME 
programs to maximum capacity or slightly beyond, in some cases. 
Although oaiy A out of 243 programs atre on probationary status, the 
committee /s ^convinced that each of the services has some additional 
programs tlhat are pressing the limits of available resources.^ 



Effects^f Military GME on Recruitment and Retention 



The primary recruitment and retention effects of GME in military 
hospitals stem from the way that, in conjunction with the HPSP, the 
indreased size of the GME programs makes it possible to bring more 
HPSP graduates on duty and to keep them for longer periods than would 
Q^erwifie be possible. They are on active duty during the years they 
spend in residency training and only afterwards do they- begin to 
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serve thelr^obligated service. In addition, enlarged GME programs 
increase tnl number of teaching staff who remain on active duty 

. voluntarlljL because they'are interested in teaching assignments* 
Finally^ it is probable that a ^arger fraction of the physicians who 
receive their GME ir\^ military hospitals elect to remain on active 
duty after completion of their obligated service than do those who 

• commence obligated service after completing GME in civilian 
facilities* 



Optimal Size of GME Program 



The committee concludes that under the circumstances that have 
faced military medicine since the end of the drsft in 1973 ^(i.e., 
physi*fcian shortages, heavy reliance on HPSP for new recruits), the 
most appropriate size of the military GME program is> the maximum 
consistent with high quality. The Army medical department is still 
substantially below its authorized physician strength, hence-the 
optimum size of its GME program for the next few years will conj:inue 
to be the maximum GME, it can condupt consistent with quality arid with 
the changing circumstances in*" particular: specialties. As physician 
scarcities begin to .ease — a change alre*ady being experienced by fhe 
Navy and the Air Force — optimal amounts of military GME undoubtedly 
will be lower^ but the precise .amounts will depend on a .number of 
factors and policy detehrminations, including: 

the extent to. which patient availability at the various 
military medical centers is affected by future statutory 
changes in GRAMPUS (such* as an HMO enrollment option) - 

the extent to which" the civilian physician labor mark^ 
sdftens and is Reflected in the increasing numbers of > 
military physicians who are willing to remain on active duty 
indefinitely; i.e., a circumstance in which the emphasis 
will shift from how to maximize recruitment ^nd retention 
incentives to how to determine how many and which physicians 
'ShouM be recruited, and hoy many and which of those 
desiring to remain in service should be allowed to continue 
on activis duty 

with a routine surplus of physicians, the fraction the 
active duty force that should be allowed to be careerists 
and the fraction that should be expected to leave after ' 
obligated Service or some period beyond ob]^igated^service, 
but short of retirement eligibility. The nutaber of career 
medical officers should be kept to some specified - 
fraction — probably considerably less than half — of the total 
active duty force for fehree reasons: (1) an annual infusion 
of newly-trained^ young physici^s is important to avoid ^ 
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professional stagnation; (2) a balanced distribution of age 
and rank necessary to facllltaTte appropriate assignment 
^tterns; tind (3) to contain lon^ run retirement costs 

>• . the*fraction of the supply of new physicians, eath year (in ^ 
addition to- the USU graduates) that should coma f rpm the 
HPSP and the fraction that should be fully-trained 
vdlutJS|eers or volunteers for military GME» • ^ 

, # the promotion and career assignment policies, that should be 
!^ adot)ted to be consistent ^ith the above policies. 

' ^ i . * - ' 

These emerging circumstances pose complex planning and sg^arfgement 
reqaireme'n^ts for the DOD and for each of the three military medical 
deplrtmentBf. 

\ ^ 
Armed Forces" Health professions Scholarship Program (HPSP) 

The full output of the- HPSP probably will be required for the 
next feu years, but two modifications appear to be necessary: 
(1) The Army should have its share ipcreased to 45-50 percent with 
the Navy and the Air Force sharing the balance, and (2) authority to 
permit HPSP graduates to discharge their service obligations in the 
reserves (e.g., with 3 years of obligated reserve' service for each 
year/trf HPSP support) should be sought. The ability to use the HPSP 
to fill vacancies in the reserves X^ould be particularly valuable to 
thdi Army because its physician reserves §re currently at 27% of 
authorized strength. Both the Navy and Air Force have Some 
vacancies, but their problems are much smaller than the Army's. 
Planning should be started very soon to determine the long-term HPSP 
levels needed to meet anticipated requirements when the services 
reach their **8teady-state" levels. It is important not to make ^ 
sudden changes ia this program — changes should be gradual and should 
be coordiij^ated with related changes in GME and other physician 
manpower policies .that each of the medical departments will be 
developing* 



DOD Administrative Ceiling on GME 



The committee sees no jJublic interest or management efficiency *to 
be served by imposing an administrative celling on military GME. 
Each o'f the military medical departments is faced with a different 
set of cJHfcumstances and requirements. Military GME 1 9. only one Qf a 
^et of interrelated programs and policies available to the Surgeons 
General to use in managing their . resources to carry out their 
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respoi^Bibilitles a^effectively as possible's Imposition of .an 
arbltrajj|r ceiling, on, GME cannot help, 

• - <^ Recommendations 



Ceiling on Military GME/^rogprams 

" ' The committee recommends that* the Department of Defense withdraw 
Its 1979 directive^to tfie three military medical departments to limit 
the fraction of active duty physicians in military GME assignments to 
not more than 20 percent of the active duty physician strength in 
1985. Each military medical departtaent should be allowed to adjust 
its own\military GJSE programs to meet the changing physician manpower 
circumstances and requirements th^t it faces. 



Armed Forces Health , Professions. Scholarship Program 



The committee recommends that: 

t 

# as soon as feasible, the Apny be allowed to irtt^rease its 
share of the HPSP to at least 45 percent of the total 

/ 

# legislative authority be requested to authorize HPSP recipients 
to serve obligated service in the^ reserves on the basis of 

' three years 6l obligated reserve service for each year of 
schola'rship support; the military medical departments should 
W given the jiuthorfty for determining whether an individual 
HPSP recipient shall b^ permitted to fulfill part or all of his 
•service obligation on active duty or in the reserves 

# a study be i^dertaken to determine the number of^ HPSP 
scholarships that will be needed in the future as the physician 
manpower shortage eaaes and is replaced by a different set of 
circumstances . * - ^ 

# changes'^in the HPSP be made gradually rather than a^^|it:ly. 
Maintaining Hiej^^^^ Military GME 



The committee recommends that each military medical department 
insti tute as soon is possible a 'system <o review the quality of all 
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of Its.GME programs on a regular .basis. These reviews should make 
use of' outside experts. Where programs are Identified that are 
marginal because of inadequacies in staff, patient volume, or other 
necessary resources, action should be taken either to provide the 
additional resources, to reduce the scope of the programs, or to 
merge thetn with^'other programs. The military medical departments 
should 'no4;, rely entirely on the Residency Reyiew Committees to 
' perform ^this function, the, committee notes ^hat this recommendation 
is consistent with the ''Revised General Requirements for the? 
E&sentials of Accredited Residencies" which were adopted by the ACGME 
in ftarch. 1981. These include a requirement that institutions develop 
internal mechanisms for quality control of their graduate medical 
education programs. ^ 



Planning for a I^w Era 



0, 



The committee recommends that the Department of. Defense initiate 
a major effort to identify the policy aild^program Changes needed to 
maintain an effective military medical establishment in the face of 
rapidly cl;^anging circumstanced in the 1980s. E^ch military medical 
department should be required to commence planning to identify the 
changes it will need in its programs and policies to manage^its 
physician manpower requirement's under the emerging circumstances -^f 
potential physi<:jian surpluses. The planning activities of the three- 
services gh'oCrita be coordinated as appropriate by the Department ,of 
Defense. The ultimate objective is to produce a set of planning 
fuidelines, programs, and^^ersonnel policies that e^ch service will 
need^tb ifunction effectively from the early and mid-1980s into thfe 
indefinite future. This effort shoultf be given very high priority. 
All related programs, ^Including HPSP, USU, the reserves, and CHAMPUS 
should be incxqafej in the ^effort. 
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CHAPTER 2^ 
INTRODUCTI^|l 
Purpose of the Study 
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Graduate medical education (GME) programs in military hospitals' 
were expanded rap idly ^fter the draft ended in 19?3. By 1980, 39 
percent of the Army* s aictive duty physicians were interns, residents 
or fellows in Army teactiing hospitals. Comparable figures for the 
Navy andf'Alr Foye wer^, 30 percent and 19 percent^ resp'ectively . 
Concern for the effects on the distribution of physicians, support 
Staff, and other resources of such high levels of (ME prompted the 
Department of Defense to/t&sue a memorandum directing each of the 
military medical* departments to start reducing overall GME programs 
in*1981 so that by 1985 not more than 20 percent of each service's 
active duty' physicians would be in QIE trainee status. The three 
Surgeons General strongly disagreed with' this proposal., Ttv^y 
maintained that it was neither necessary nor desirable, for the DOD to 
impose^^n administrative '"cap" -on militarf (ME and that the > 
delet^rTous consequences of the policy would make it vevyAiHiiiui 
for the medical departments — especially the Army-rto car'ry/ow the 
missions. . . ^ 

Because, the issues are both important and complex, and because 
all three services disagreed strjongly with the POD position, the 

'^Assistaat Secretary of Defensg. for Health Affairs requested the 
Institute p'f Medicine, in the; spring of 1980,, to unde]?take a study 

' that would acfdtess JAf^ specific questions': 

^. What is the^Kximua capacity of each military medical . , 
depa^ment to cotiduct GME programs in its own hospital^ considering 
the availability of (a) pdtient>8, (b) staff, (c) facilities, and (d) 
other pertinent resources,? 

2. How do these programs affect the ree^fSitmen^and retention of 
military physicians? - ^ „ . 

3. What are the optimal sizes of such programs? • » 
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The charge to the committee anticipated that other IssueJ^ may 
emerge In the course of the research, to be condiicted by tlie Institute 
of Medicine Commlttee'responslble for the study> 



Underlying Issues 

The end of the draft In June 1973 posed Immediate physician 
manpower problems for the military. The lailltary .medical departments 
.had relief on the draft for physicians^ since World War II. -The draft 
ended at a time when circumstances In the civilian sector made 1^: 
difficult for the military to recruit fully-trained physicians Iti the 
specialties they needed, and to retdlri sufficient numbers on active 
duty 5f those who complete obligated service. 

The probl^s posed by the end of^he draft were expected to 
diminish In a few years with the Increasing availability of medical 
school graduates who were recipients of Armed Forces "Health 
Prc¥^sfi/lons Scholarships, graduates of the Uniformed Services 
University of the Health Sciences, and volunteers. But the first two 
sources provl^fcd physicians who- had not had (^E, and well~c[uallfled 
fully-trained )ifllunteers were difficult to recruit in the^a'rly and 
middle 1970s. All three Surgeons General Informed the committee that 
thes*b circumstances led to the decisions to expand GME programs In 
military hospitals as much and as rapldly-as possible. The principal 
reasons they gave for the expansion were: 

1. GME helped Increase the number of physicians on active duty 
at a time when each of* the medical departments was below Its 
authdrlzed physldlan strength. GME" In military hospitals Increases 
the amount of time scholarship recipients spend In uniform because • 
they do not begin discharging their obligated service commitments 
until they have completed graduate medical education • For example, a 
scholarship recipient with four years of obligated service who enters 
a four-year GME program In a mlll^fy h^pltal will serve eight 
years In uniform before completing obligated service. During this 
period — except for the GME-1 year — he is available f or^immediate 
worldwide reassignment should a mlll«ty emergency occur. Therefore, 
more active duty service is obtainec^^f rom the scholarship recipients 
who go, through Offi in military hospitals ^than is the case for those 
who perform obligated feervicye after completing their specialty 
training ip civilian hospitals* 

2. Physicians who obtain their specialty training in military 
hospitals are much more lllcely than those trained in civilian 
hospitals to volunteer to continue on active duty after' completing 
their obligated service* ' / ^ 
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3. GME in military, hospitals helps to ease^the shortage of key 
specialists by filling^ 'training ^slots in military medical centers 
with scholarship recipients who, upon completion of training, are 
assigned to serve their obligated service at posts which otherwise 
would not have such Specialists available. The "conduct of«OIE 
program^ in these importfant specialties at the medical centers also 
helps to retain 4.n uriifrtrm well--qualified and experienced physicians 
who are assigned as- faculty at these ceiiters. .Their availability i 
particularly impprtant for achieving and maintaining satisfactory 
"readiness" status f or, t;]he niedical ftlpa^tment of each military 
service* Also, some re'sidents can be rotated to "community^*' hospital 
on other posts where t|iey can, assist in providing specialty care at 
those posts. 

4. More military tertiary care' capacl^^ can be maintained in 
peacetime than could be managed without GME programs. This capacity 
would be immediately available in an Emergency. Moreover^, although 
most of the medical emitters are authorized to operate at well below 
their install-ed capacity in peacetime, if they ar-e operating 
effectively additional beds could quickly be made operational when 
they are needed. ; ^ . 

The decision to -increase 'graduate medical education programs to 
assist in recruiting and detaining physician? has affected the 

^fif^tribution of actiye,duty physicians ^ong the facilities operated 
by each military medical department. For example*, almost 60 percent 
of activ,e duty Army physicians are assigned to eight Army medical 

-centers where most of the GME is provided. Most of these centers are 
located in large cities that are not near posts with major tro^p 
conc^t rat ions* Thus> a significant portion of the patients treated 
in the medical centers are retirees, their dependents, and other 
secondary beneficiariis. / 
, t ' . • 

During a period o^ physician shortages, it appeared to some DOD 
and congressional qbseryers that the assignment of the substantial 
numbers of physicians and support staff "needed to operate large GME, 
programs in the majonynedicsl centers may have had ^idverse 

"consequences for the 3taf fing of th^ military "community** hospitals 
operated by the Arm^ and the Air Force. Some posts in relatively 

.remote areas are undbie jifovide certain essential medicaj. services 
for actfive duty per'feonnel or Jfc^eir dependents, primarily because of 
physician shortages.^ The friability to provide direct medical care 
to dependents poses morale problems because^ the Civilian Health and 
Medical Program of th& Uniformed Sajrvices (CHAMPUS) is riot always a 
satisfactory substitute fofr\direct care In military facilities* This 
is particularly troublesome at the 15 Army hospita^Ls, 32 Air Force . 
hospitals and one Nav3^hospii:al that ar^ located* in remote or 

•medically underserved g^ographifi^^^as In the United gtates.2 
Dependents at these 'posts may t>evunable to^obt^in the medical 
services they need'fjrom civilian /providers located nearby. Another 
is that CHAMPUS requires co-payments which mayn>e burdensome for some 
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benef i.ciaries,* particularly d^endents of lower ranking active duty 
personnel • ^JoreoVer, certain services are not covjered by CHAMPUS 
(e.g., well b^by care, including immunizations) although they usually 
are obtainable at military facilities. 

* 

The questions to be addressed by the committee also raise 
additional issues. Is^t necessary for the military to operate ^ny 
OlE programs at, all? Is there a need for a "cap" on military GME? Is 
it reasonable or appropriate to expect each military medical 
department to operate the same proportionate amount of GME? To what 
extent, and in*what ways, are ^hanging external circumstances — in the 
civilian medical education and health care sectors — likely to affect^ 
the military physician manpower pools and the role of military QiE? 

Study Approach ^ 



The commitjtee reviewed the literature and explored the 
availability of appropriate data^ in the Department of Defense ;and the 
three military medical departments. It found substantial background 
information iti many of the recent studies dohfe (or sponsored) by the 
DOD or the offices of the three Surgeons General. A physician 
manpower projection model tieveloped for the Department of Defense by 
Presearch, Inc. -appeared to be particularly useful for this study. 
There did Ttot seem to be 'any reason to conduct an attitude survey , 
because sevetal surveys of military physicians had been done in 
recent years and contained extensive information on the attitudes, 
circumstances, .and conditions that affect the career choices 
professidnal behavior oJE .military physicians. The committee 
concluded that the study should consist of three, sets of activities 
that would be designed to obtain the information needed to respond to 
the questions: ' * 

• Re\;^w .the literature and request, assemble, and analyze ad hoc 
dataJrom the DOD to examine the missions and roles of the 
medical depa'rtraents , the resources available to them, 

and the public .policy and other circumstances relevant to the 
questions being addre^ed 6y the committee. 

Site*vislts to ^ sample of military hospitals — both teaching 
hospitals and community hospitals without GME, programs — to 
interview residents, staff physicians, hospital commanders, and 
^ others. The purpose of the visits and the procedures used by 
• the committee in 'conducting the visits are described below. 
Findings are in Chapters 4 and 5. »• - ' 

• Analyses of the projected tre/nds in military physician m^power 
using a mathematical podel of the dynamics of ^he military 
physician manpower spools. The procedures are described, and 
the findings /present^ in Chapter 4. , • 
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The report Is organized as fbJLlows: the balance of Chapter 2 
discusses the methodology of the site visits, the methodological 
Issues posed by the questions, and the committee's decisions on how 
to 'handle them. Chapter 3 examines and describes the context In 
whloji military medicine functions: its missions, changing national 
circumstances, the CHAMPUS program, and the resources available. 
Chapter 4 examines military physician manpower per se — how each of 
the services h&s^ fared since the end of the draft, and the 
trends, based on projections using a manpower model, likely in the 
next few years.. The relevant findings from the site Visits are 
presented. The possibility of using the HPSP in combination with 
military GME to fill the reserves Is discussed. Chapter 4 describes 
the scope of ^e GME programs. Including specialty distribution. It 
discusses the proci^ss and output aspects of GME and t\\e quantitative 
and qualitative effects of each. It discusses the issues of quality 
and capacity of the'Q4E profraiy on the> basis of the site visit 
findings. Finally, it examines optima]^ levels of GME arid' presents 
the committee'^ findings pn this^ issue. Chapter 1 presents the 
committeevS conclusions and recommendations. 



Site Visit Procedures 



'Teams of comm^tee members and consultants visited 17 military 
hospitals operated by the three medical departments. The objectives 
were (1) to assess the quality of a sample of the^CME programs being 
joperated by the military medical departments; (2) to assess the 
adequacy of the resources available^to support these 

^programs — patients, facilities, supporting services, numbers, ^nd 
qualifications 6f staff physicians serving as faculty; (3) to assess 
the attitudes of "residents and staff physicians toward the GME 

^programs'and toward careers in military medicine, and the factors 
that were perceived as being most important in helping to shape these 
attitudes; and, (4) to visit military community hospitals without 
GME programs to deterklne'how physielans at those hospitals perceived 
the role of GME, what xhelr relationships were to the medical centers 
and their attitudes towrd military medical careers. 

The seventeen hospitals visit^ were located in six regions of 
the country: DenVer, San Antonio, San Diego, ^San Francisco, ^ 
Washington, D.C. , and Louisiana. Except for, the hospital in 
Louisiana, each area had at least one major medical center and one 
community hospital on a military traihing installation not too far 
away. Each team visited a large medical center on the first day and, 
on the following day^ a community hospital ♦ 

^ A total of nine medical centers were selected for site visits:^ • 
fou^ Army medical centers (Brooke in San Antonio, Pitzsimons in 
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Denver, Letterman in' San Francisco, and Walter Reed in Washington, 
D» C.)5*^> three Navy .tilediial centers (Bethesda, Oakland, and San 
Diego) and two Air Force' centers (Wilford Hail in San ^Antonio and 
David Grant on Travis Air Force Base inCrflif ornla) . The GME 
progjrams chos'en for review at e^h of tKese medical centers always 
included medicine and surgery, . Resi^ncy programs in the departments' 
of pediatrics, family practice , *obstetrin:s/gynecology, orthopedic 
surgery, pathology, radiology, anesthesiology, and ps^hiatry O'ere 
selected in some hospitals but not iTi otl^rs. Three community 
hospitals visited have residency training pro-ams in family 
practice. The ^ite visit team also reviewed the emergency medicine * 
residency, program at Darnell Army Hospita^l^t Fort Hood, Texas. 

In addition to looking at the residency programs and at the 
community hospitals, the committee was interested in the 
relati6nship8 of community, hospitals to major medical centers and the 
adequacy and availability o& meidical services- for the active duty 
troops and their' dependentsr The committee also was interested in 
assessing the problem^ of physician retention and professional 
isolation in thbse community hospitals without any residency 
programs. Fort Polk was selected so that tfhe committee could observe 
the problems of providing medical care to the troops and their ^ 
dependents' in a, relatively isolated, medically underse^ved area. 

/ / 

The permif^ssion of the Surgeopfs General was obtained for the ^ 
committee to Request copies ofthe Residency Review Committee reports 
on the GME programs in the hospitals to be visltea. These documents 
were made available on a confidential basis to the site visit teams 
to help acquaint them with the specifics of edch program including 
issues reflecting on the quality "and capacity of the training program 
such as adequacy of the resources, patient volume, and supervision^ 

Interview guide^ were used so that the* committee members would 
obtain a common core of information in the interviews. Separate 
guides were used for interviews of house staff. and attending staff • 
l^e guides are shown in appendixes B ahd^ C. 

Prior to the site visit, the committee s^taff -obtained a list of 
residents and Staff physicians at each institution. These lists were 
used- to identify the individuals to be interviewed. The list 
included the names of the* physicians, the names and location of the 
colleges, undergraduate and graduate medical education institutions^ 
they attended'. * In the case o^taff physicians, the list %^so 
contained information on pre^n.ous military assignme^nts • Individuals 
to be interviewed were selected frop the list so as to b^ reasonably 
represet^tative of the group as a whole. 

Ea^h site visit team consisted of three or four committee members 
and/or jconsultants , one of whom was a surgeon. At the medical 
cent^r^^, each member of the site visit team reviewed two residency 
'programs. They interviewed several residents — at least one in each 
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yfear df training — severat teaching staff members with different ranks 
and backgrounds, an<} the chief of setvice of each program. This 
procedure was modified somewhat at the community- hospitals, but In' 
all cases a fidl day was spent by each site visitor in 20-30 minute ^ 
Interviews with physicians All the site Visits^ were started with a 
meeting between th^ site visit tfeam, the Hospital Commander,/ the 
Chief of Professional Staff, the Director of Medical Education and 
-the Chief* Nurse. The ln<ilvidual physician interviews were 
suppletjiented with an Informal luncheon meeting between the service 
chiefs and' the site visitors* In aggregate, ^ committee members on the 
site visit te;atnfe talked to 407 military staff physicians a^d 
residents^ who constituted 9 percent of the total number of' 
physicians assigried to the 17 hospitals visited. ' 



Notes on Methodology 




Nonp of the questions, addressed by the committed can (bj^ answered 
objectively and unambiguously by straightforward collection and 
analysis of data and the application of entirely objective criteria . 
to the findings. Rather, the responses all rest in varyltig dejgree on 
professional judgment. The reasons are that the questions about 
graduate medical education concern a highly complex, dynamic, 
interactive system containing a very large number of variables, not 
all of which can be controlled or even measured. 

The committee was faced with questions of how detailed and 
extensive an effort was necessary to assemble sufficient information 
on, which to rest its professional judgments. For example*th^ three^ 
services operate 243 GME programs. Was it necessary to xWBfuct . ^ 
detailed reviews of all of them to respond to the question concerning 
the maxitrnm capacity to conduct GME in military hospitals? The 
committee concluded that it was neither feasible nor necessary to do 
80 and that it would be more re^lstlc to rest its judgments on 
reviews of the ACOIE materials an military (ME programs and site 
visits to a sample of the programs in the major teaching hospitals. 

The question of the effects of GME on recruitment, and retention 
of physicians posed problems of a different type. How relevant are 
*Tilstorical data on recruitment and retention of physicians when 
current and future circumstances both in military medlQlne and In'^e 
civilian sector -are so different than they were itl the past? The 
committee considered the possibility of undertaking a detailed 
statistical analysis of the personnel records^f a sample of tallltary 
physicians to explore some of the variables — including the locus of * 
Glffi — associated with retention of physicians on active duty. But 
* when it became clear that the data required for such a stufly could 
not be obtained from the automated per^n^el files of any of the 
services, tbe committee concluded that it would rest its judgments in 
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part on the findings of earlier studie*^ and in part on the results of 
interviewing a sample of staff physicians and GME trainees at the 
hospitals it visited. The* findings are ip chapters 4 and 5» 

An even more difficult conceptual problem is determining the 
optimal size of the GME programs. The word "optimal" means "most 
desirable or satisfactory*' in a given set of circumstances • Because 
graduate medical education has both process and output effects that 
are importanti, arid because each has both qualitative and quantitative 
aspect|8, this question entails complex, intei;active value judgments. 
Moreover, the* relevant circumstances for which GME is be optimized 
*are, in*' fact, dynamic* .Thus, optimal size will vary with changes in 
key military medical Bystem variables as well as with changes in the 
civilian medicarl education and medical care environment. Althou^ 
the question implies an Expectation of -a straightforward quantitative 
response, in fact the committee concluded early that such a specific 
response would-be neither possible nor meaningful, ftather, a more 
useful response will be to analyze the -changing circumstances facing 
each medical department and to point out the factors that must be ^ 
taken, into account explicitly in making the judgments of what 
constitutes optimal GME program size. 
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Chapter 3 • . ' 



PERSPECTIVES ON MILITARY MEDICINE 



/ 



Mi88ior\,s 

-< 

The primary responsibilities of the medical departments of the 
military services are to. maintain the health of the active duty 
personnel and to *e prepared I*) care for a sudden, very large 
increase in sick an;l wounded in the fvent of waj-. The military 
-ttedical .departments also aVe responsible in peacetime for providing 
medical care to the dependents 'of acOive duty personnel, to retire^ 
and their dependents, and to the depehdent survivors of deceased \ 
active ^uty personnel, /^.s is' done either directly or through the 
Civilian Health and\Medi<fil Program of the Uniformed Services 
(CHAMPUS). The Rice report^ ooitrts out that th^se two missionis 
(which are referred to as the "readiness'* and the "beneficiary" 
missions) are mutually supportive in some- respects , but conflicting 

' in pthers. For example,' the specialty mix and facilities needed for 
the readiness/faission" would be heavily weighted toward surgical 
capacity, with requirements fir substantial numbers &f neurosurgeons, 
thoracic surgeons and orthopedists, as well as ^general surgeons, 
uro'logists and ophthalmologists. Each medical service should be 
prepared to deal with large numbers of traumatic injuries in 
wartime. Ther« would have to-be a number of large, well-equipped, 
and well-staffed hospitals in the U. S. concentrated near major 
alrports-to deal with a heavy flow of casualties from abroad. . In 
peacetime, the iftix of services required is skewed toward prif^ry 
'care, with secondary and tertiary care services for women, chilfiren, 

''and older people as- well as for the active duty forces. Resources 
should be^ dlBtrilSuted fairly widely to provide .necessary medical 
services to active duty personnel, their dependents, and retirees and 
their families. It- is cleaf that the two missions therefore must 
compete to some extent for' resources in peacetime because of ■ 
budgeting constraints^ At the same time, availability of 
"beneficiary" patients is essential to operate many military medical 
services that are needed foixthe "readiness" iaisslon, "but which would 
be seriously underutilized if they »?eife to be used only for active 
duty personnel in peacetime. These services mu9t be operating • 
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effectively ta maintain the skills of the professional and technical 
support staffs. The beneficiary mission and the readiness mission 
are therefore complementary as well as competitive. 



Factors Affecting Size of the Medical Departments 

Although the reason^for operating military medical departments in 
peacetime might be considered to tre identical' to that for maintaining 
armored divisions or aircraft carriers, there is an important 
difference: the. medical care services provided by the military . 
medical departments^ in peacetime are, .by and large, indistinguishable 
from similar services provided in the^ivilian medical care 'system. 
Moreover, the military medical systemsnn&st produce the^e services 
continuously and effectively, using the latest medical technology, to 
maintain their readiness. But sirK^r the peacetime patient care 
activities in the military medi^^l services — ^inlike many of the 
peacetime activities of armored divisions or aircraft carriers — are 
essentially indistinguishable from their civilian counterparts, there 
are special questions -concerning the size, scope, and management of 
the military medica.1 system, ijts actual and potential relationships 
to its counterparts in federally-operated civilian tnedical systems 
(particularly the Veterans Administration's DepartiDent of Medicine 
and Surgery) and to the , non-federal civilian medical care facilities 
in the United States. The judgments about the required sizes of the 
peacetime 'active duty medical departments therefore should be 
determined by taking into account^he speed with which access to 
civilian medical facilities ity^he United States (and abroad) could 
be obtained in the event of emergency, the size and organizational 
readiness of the reserve medical forces, and the possible ways in 
which the military services might establish active p^cetime 
relationships with civilian medical facilities that might enlarge 
their medical readiness capabilities — especially for hospital-based 
services — well beyond those that can be maintained by the military 
directly. Other key factors include the geographic distribution of 
peacetime forces and facilities, the nature of the wartime "scenario" 
on which military plans and capabilities' are based, theater 
evacuation policy (and air evacuation capabilities), initial wartime 
casualty estimates, and the speed i/ith which a wartime draft could be 
put. into effect.^ The extent to which the required sizes of the 
peacetime medical departments could (or should) be modified by 
developing cooperatiY^ arrangements with civilian facilities is an 
important and relevant question because the "optimal" amount of 
graduate medical education In military facilities is related to the 
required BiJe of the military medical establishment in peacetime. If 
greater reliance could be placed on civiliafl facilities — including . 
the VA medical system — in peacetime and in war, the tflze of the 
peacetime military medical 'establishment might be reduced. A 
detailed analysis df this set of issues was not undertalcen by the 

• ■ / 




commijrtee, however, because it'clearly exceeded the study's terms of 
reference. Li4cewise, the committee did not consider the degree ^to 
which physlciay^^'s assistants and nurse practitioners are or could be 
utilized. The coimittee simply accepted the numbers of physicians 
officially authorized for each medical department in^ conducting this 
study. 

It is important to understand the distinction between 
' "authorized" strength and "required" strength. The "required" 
physician strength in peacetime is the number each Surgeon General 
believes he needs to have on active duty to carry out his 
responsibilities. Each service has a different method for arriving 
at its required strength and each uses different and eometimes 
inconsistent assumptions . ^ The "authorized" sti^ength is the number 
of physicians that a military medical department is authorized to 
have on active duty in a given fiscal year and for which funds have 
^ been approved hy^ that military service's Chief of Staff. It is a 
number which is usually determined by negotiations between the 
medical department and the Chief of Staff's office. It reflects 
three major considerations! • (1) the number' of physicians the medical 
department says it requires to carry out its mission; (2) the number" 
that probably can be recruited and retained that year; and (3) overall 
service-wide constraints on numbers of active duty officers in all 
departments of the service and the needs of departments other -than 
the medical department for all kinds of resources/ That is, each 
military medical department competes for resources, including 
' personnel, with other departjnents in it^s own military service. In 
.the casq of the Army, the medical department has an agreed "steady 
state" authorized strength of 5273 physicians. But physician 
strength is still far below this level so its current annual 
authorized strength is set at a level approximating that it is 
expected to achieve. The maximum authorized atrength--its 
"steady-state" level--vill be reached by 1985.. Both the Navy and the 

"Xir Force have had "steady-state" authorized levels for some years.^ 

The Air Force Surgeon General ?elieves he requires 4700 physici^s, 
^ but his authorized level remains at about 3500. The Navy's 

authorized strength is stabilised at about 3600, a number that 
- ap^^3rs to be acceptable to , the Navy's Surgeon General. 

If the Reagan administration proposals to expand the size of the 
armed forces are approved and implemented the a^ithorized physician 
ceilings for each of the services may well be increased in the next 
couple of years because^the size and geographic distribution of the 
armed forces and their supporting services obviously have an 
important bearing on medical department size and resource 
requirements. Ihe historic relationship .between the numbers, of 
active duty military and the numbers of active duty* medical officers 
is shown in Table. 1. Although the size of the armed forces has 
fluctuated considerably since' 1945, and thfe numbers of physicians on 
active duty have varied accordingly, the ratio of physicians to toEal 
active duty personnel has changed only moderately through the years. 
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table 1. RATIO QP ACTIVE DUTY MEDICAL OFFICERS TO TOTAL ACTIVE 
DUTY PERSONNEL - 1945-1980 



Year 




Active Duty 
Personnel 
(000) V 


Active Duty 
Medical > 
Officers 


Med. Officers 
Per 100,000 
Active' Duty 
Personnel^ 

1 


1935-391 


Army 
Navy 
Total 


172.5 
111.8 
284.3 


1,031 
• 807, 
1,838 


597.6 
721.8 

646.5 , 


1945' 


h\ 

Navy \ 

'^'Total 


8,267.9 , 
3,380.8 
11,648.7 


46,600 • 

13,722 

60,322 


563.6 
405.8 
517.8 


1952-561 


^ j 

Armyy 

Navj/ 

TotaV 


1,333.9 
735.0 
2,068.9 


8,685' 
3,708 
12,393 


651.0 

504.4' 

599.0 


19 69-7^1 


Army I 1,114.1 
Navy \. 636.1 
Air Sorce 765.1 
Total' 2,5^5.3 


fx 180 
4,144 
3,870 • 
14,194 


554.6 
' 651.4 

505.7 
V 564.3 


I975-79I 


Army 778.0 
Navy , 528.6 
Air Por^e 579.8 
Total 1,866.4 


4, '280 
^ 3,502 
^^^-4^206 
10,988 


550.1 
662.5 
552.9 
582.4 


19JB0 ' 


0 

Army ^ . 774.0 
Navy 528.0 
^ Air Force 559.0 
Total 1,861.0 


4,353 
y 3,556 
^ 3,266 
11,175 


562.4 
673.4 
584.2 
. 600.4 



Source : Francis Moore, M<D. "War and Peace", Scudder Oration on 

Trairaia, paper "delivered atk, the TJlinical Congress, American 
College of Surgeons, Atlanta, Georgia, October 19'80. 

iMean yaluetf-fbr the 5-year period 

^The civilian beneiiciary pppulation is n6t included in these ratios. 
In 1380 the civilian b^eficiaries outwifib^red active duty personnel 
by more than 300 percent. . .* a. 
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If the size of the active duty forces is to be increased in the near 
future, presumably the requlreirients for physicians (and ofher medical 
resources) will increase, proportionately . • ^ 



CHAMPUS. 



The policies concerning health Benefl^to the eligible civilian 
beneficiaries are important bec^se they carPa4£ect the demand foi?^ 
military medical services, particularly in the yajor medical centers 
where most of the GME is' conducted. At present, tbpe total 
beneficiary population consists of approximately 2 million active 
duty personnel, 2^5 million of their dependents, and 3.9 million 
retirees ,^their 



families,^ and other civilian beneficiaries. Not all 
of these eligible beneficiaries rely primarily^on the DOD system for 
medical care. Sbme have health insurance through their civilian 
employment and pref^ to rely on civilian facilities. Exact daji|jare 
not available on' ho^Pmany of which categories of eligibly ^ 
beneficiaries* rely for most or all of their medical care on military 
facilities or CHAJPHfSTTjut it appears that a large number do. As 
noted earlier;^ -tf^military medical facilities depend on civilian 
patients in peacetime t^ox tKe level and variety of patient care , 
activities needeci to ^^^tita^n professional and tech nical staf f skills 
and to support GME programs. Each military hospital: commander 
controls access to CHAMPUS (for inpatient care) by civilian, 
beneficiaries who reside within ^40 mile's of the hospital. Because ^ 
services authorized for reimbursiement under CHAMPUS are not as 
extensive as those provided directly by the military medical 
departments, and the copayments i;equtred are perceived as a 
^^ignificfint (and unfair) burden by many CHAMPUS beneficiaries, 
CHAMPUS is viewed as an unsatisfactory alternative to care provided 
in*military hospitals or clitiics by many^ beneficiaries. The civilian 
beneficiaries — and active duty personnel concerned about health care 
for their dependents — tend to view medical care ^as an entitlement,^^ 
one 6f the promised lj||.neflts that, go with military servlpe. Most of . 
the recruiting 'literature, tends to support this view by either being 
vague about the'^xtent^ the health care benefits 'available to 
civilian beneficiaries', or even, In some cases, promising "free care" 
for active-duty personnel^ retirees and their families. ^ CThe law 
does not guarantee such benefits to^civllian beneficiaries.) The 
unrealistic expectations 'and consequent frustration and 
'dissatisfaction with the military ^hfealth care system have generated 
strong political pressures on the Congress to/inci:ease the^ service " 
coverage and reduce the copaym'ent requirements for CHAMPUS. The last 
Congress authorized CHAMPUS to experiment with voluntary enrollment 
of eligible beneficiaries in civilian pre-pai^ group practices 
(health maintenance organizations)*^ Ar^three-^year demonstration 
project, commencing in 1981; will determine whether an HMO offering 
-'comprehensive c^re is sufficiently attractive and^cost effective to 
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offer enr<%J,lment it|fbft^#5 ^n" option toVVL CHAMPUS ^neficiaries 
located near 'satisfactory HMOs* Should "This prove to beta populai 




choice, especially -fat retirees, it*Ncould reduce demlind for services 
j^at a nunrber. of ma jor 'military nredical cerrters and, in tumj force . 
reductions ^n the nwcilc^l care and GMB^ programs at those 'centers. 
Other changes in CHAMPUS legislation tp authorize dental care 
coverage ^nd well baby care are likely to be enacted. The changes in 
eligible p^ulatioti and^tilization of CHAMPUS are shown In Table 2. 



^ * -ex- 
changing Circumstances 

. / •, > . - • ■ . • - ■ 

^ Before Worlji War II, military medicine (as was. true'of other 

Federal medical systems, such ^s the Veterans, Administration and the' 
Indian' Health Service) was relatively isolated from the mainstream of^ 
American medicine. This -changed diramatically durl^'g World War II 
^ , when thousands of physicians were drafted ^nd many leading civilian 

^ physicians became* high ranking officers in the^military medical 

a departments. Table ^1 shoWs that In WAS there were oyer 60,000 
^p^iysicians ^in uniform as compared to f^er than' 2000 in 1939. After ^ 
th,e war,' each of the military -services je^tabli^hed approved , 
internship and residency programs jftv all of the ma jor^s|^ialties to 
% foster continuflftg -professional asso^ation^ with ^<^ad4^H|tedipa^ 

^ ^ centers,' and to maintain a' profes^i6nal environment t^^||pi^i3la 

attract highiy-qiialif ied physicians to malce career cdmmitnj^nts to 
military medicine. The GME programs were confiicted mWnly in Vhe ^ 
feervlnc^s' medical centers, whlch^ provided tertiary care^^and whfch 
were generally ^affiliated with' me'dical schobls. ^ ^ - 

During\he 1950s^-19^60s arid early 19,708, the ph/sician dra^ft arid^ 
Berry Plan (which permitted medical students who volunteered for ^ 
:ary service to dgfer entry ojiyactive duty urif il they had ^ 
dieted their graduate loaedical education) insured an adequate 
Ly of fully-trained physicians who could be as.sigried wjjerever 
[were needed, l^ry few physicians — lessn^ than .5. percent-Tjg^o 
Lved their trairii^d under the^Berry^ Plan elected to rem«^ in 
uniform after completion of thej^ ab^llgated service. But^this was* 
not a serious problem because there were sufficient numbers of career 
medical, of f iBers^ (who haj^^jbeen recruited in other ways) to provide ^ 
the continuity and "leadership needed, to make effective use 6f th^ ^ 
Berry plan physicians. 'h?ME in military hospitals af^eared to he 
associated "with career chdice to an important extent! about 25 
percent of tlie physicians who received their specialty ^training in 
military hospitals elected to retnai'n in service beyond their 
obligated period of service. 5 Man^ commmitted themselves to full 
careers of 20 or more yearns in the military. ^ ' ^ 
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7* Tabl^ 2.1 CHAMPUS^ Eligible Population, Utilization, Government Expenditures . 

(Continental United States) - . • 



'Y 1965 



FY 1970 
— $^ 



FY 1975. ' FY 19B0l 



Eligible Population ' , /' 

J » (Total)2 3,442,000 
\ ^ Dependents ot 
. , ' Active Duty 's 
f Personnel 



3,442,000 



Retirees and 
Other 

Utilization 
Inpatient 
Admissions 

' • Outf^atient 
Visits 

Government 



Not avail. 



1^0 1 avail. 



5,656,000 

2, 2 76', 000 

■ 387,000 • 441,000 

Not Avail. 3,210,00,0 



■6', 307^000 6,452,000 
2,827,OffO 2,541,000 
3,481,000 3,910,000 



285,000 



Not Avail. 



Expenditures 

User Bene- 
ficiaries (Total) 
Depeijdents of 
Active Duty 
Personnel 

Retirees and 
Other 



Not avail. 272,000,000 .504,000,000 695,000,000 



Not avail*. 



Not avail. 



Not avail. 



^^7 87, 000 
536,000 
251,000 



1,034,000 
450,000 



881,000 
332,000 



58'4,0O0 ^ 559,000 



Spurce: Office of the Civilian Health and Medical Program of the Uniformed 
^ Services. ^ . 

^Fiscal Year 1980 Utilization data is estimated to be 91% complete. 

^The estimated number of eligible beneficiaries were obtained from 
several sources* which may have used different methods for making v 

. '4 • 



the estimate's. 
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During this period, an ample supply of physiqians trained in all 
specialties was available to the military services. This made it 
possible for the medical departments to. Supply fairly comprehensive 
medical services to actiye duty personnel, to their dependents, and 
to significant fractions of the other beneficiary categories 
(retirees and their dependents a^jd.the dependents, of deceased active 
dyty personnel). ^ ^ • 

The terpvination of the draft^n 19^3-'Changed these circumstances 
in two respects: (1) it became difficult to recruit sufficient 
numbers of physicians to maintain authorized strengths either^for the 
active^ ifuty force or for the reserves, and (2) severe shortages began 
to appear in such specialties as radiology, anesthesiology, and Bome 
of the surgical specialties. 

The ability of the military services to recruit physicians was 
affected ty the major changes in the U. S. health care and medical 
education systems that had occurred since World War II, and 
particularly since the mid-19608 when the Medicare and MedicaAi 
legislatiotj^ was enacted/ These changes included: 

J • The gtowth of health Insurance. Prior to World War II, ^'^ 
* relatively few people had hospital or broader health * 
;'l insurance coverage. Beginning in the 1950S' health insurance 
coverage grew rapidly. The major health insurance event of 
the 1960s was passage of the. Medicare and Medicaid 
legislation in 1965. ,This increased demand far hospitals 
and physicians* services and stimulated a steep inflation in 
both hospital^ CQSts and physicians* fees. Physicians' 
incomes (in the private sector)' grew rapidly. 

Expansion of.tbe number of hospital beds in the country. 
This process was aided by passage of the- Hi 11 -Burton act in 
1947 and by the growth of hospital insurance, which maAe lt> 
elatively easy for hospitals to borroy^ money for 
ccmstruction. 



i I 
[ 




id growth in the 1950s and 1960s of the medical research * 
enterprise cente'red largely in the medical schools and their 
affiliated hospital^^nd supported mostly by Federal* g^aQts 
(primarily "from NIH) . This,, li^urn, had several major 
' consequences: continuous changes in diagnostic and 
therapeutic techniologY: growth 'of medical specialization as 
the knowledge base brradened and detejSened; growth in the 
4[$ize of the medical schools and the numbers of full-time 
clinical faculty, which made it possible to increase the 
clinical responsibilities^.of the academic centers through 
affiliation agreements with both voluntary and public 
hospitals, . and to increase numbers of specialty training 
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program^, and, therefore, the numbers of y'esldentg In all 
apecialtles. 

• A change 'In the proportion of'' -graduating physicians whov 
undertake 3-^ years of graduate* medical education. ; Before 
World War II, only a fraction of: the physicians In practice ^ 
In the United States were boffi:d-cerJiifle<i specialists. 
Since World War 11,^ graduate^^^^dTcal education for the 
purpose, of acquiring board certification as a specialist has 
s become the norm. Board oertif ication has become a de j^acto 
' licensing mechanism in American medicine. ^ lyata from the 
annua*l Assbciation of American Medical Colleges* Graduation 
Qu.estlonnaire indicate that 94 percent of all graduates now 
expect to comt)lete the requ^^meirts for certification by a 
spec^Lalty board. * 

^ The growt^ in demand for medical "services that starfed in the 
1950s ^s health insurance covei^k increased and hospital beds became 
more available led .to a wldel]^^«ey perception by the late 1550s 
and early 1960s of a setlous i;^^onali Mortage of physicians* • This, 
prompted twotfederal Teepbns^^: 

(1) Legislation was ebn^^ctpd inlt^^'lly In 1963 to stlmiilate 
establishm^jtit of new medical Schools ^ati^ to expand 'enrollment in 
, existing schools. The stimulus workeS^t the number of medical 
^splp^ols increased by 40 .perCent/^n<l5^S»rollment doubled in less than 
20 years. But the rising cos^ts of^^^lth care and the general 
inflation in costs in all sector^s^^af fected tis^^tlon fees^, which began 
to ^limb steeply; espepi^lly in- t^e pfivate schools. \ 

, ^, liv ^ / \ ^ ^ f 

(2) The iffimigratioh, lawjl, were amei^ded and admi1:iJrstered|so as to 
facilitate .'the adttlsa Jon j^vf. foreign^ medical school graduates (FMGs) 
who were se^eKitng to e^tei' thia country. The high iycomes 6f Americar 
physicians a^ttracted a large oif fMGs, many frop developing / 
countries in tjie Middle. Bast^ the Par ^st, and Latpn ^^ei^^c^^^^Ji^et 
came for specialty traijptiyfg^ arf^ then remain^d*< in ' 't ills •"^ourftry in 
private practice, but matiy took' salaried jJositions in- local,* state 
andvfederal government *l"agencfes~po6ltions that had become 
increasingly unattractive to^Merican physicians. 



Thus, by the time th^ d?aft was* terminated in 1973, the 
circumstanced in the c^v^i^kn sector ^ere such that the^ military 
services could not reci^uit enough f ulfy-trained physicians to,m^t 
DOD requirements for physicians^ e8t)ecially in the critically-needed ,^ 
medical anjd surgical specialties. Of those rejcrulted,' a substantial * 
portion were^likely to be FMGs. And the rapidly escalating costs of 
medical education weTe' obtain to be very burdensome for Americati ' 
medical atud^ftits. * ^ * . • . 

The problems and opportunities inberenj: in these circumstances . 
were recognized .by DOD «nd the Cohgre^ss. In 1972, Public Law 92-426, 
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the Uniformed' Services Health Professions RevitaXization Act, was 
passed* ■ This, establishea-4jie^rmed ^Forces Health Professions.^ ^ 
Scholarship Program, which, authorized the three mij-itary services to 
provide a total of 5000 scholarships to students in health 
professional schools in exchange for service obligations after 
graduation. The HPSP scholarships cover tuition, fees, and books and 
provide a monthly stipend for living coats. An obligation of a year 
of active -duty service (with A minimum service obli gati on of two 
years) is incurred for each ^ear of schooling for vhi cTT^^ bhoI ex^hi p 
support is provided. The same law also established the Uniformed 
Services University of the He'altK Sciences, the ^principal component . 
of which is a medical school designed to produce career physicians' 
for the uniformed services. 

The HPSP' is now the primary ^sourcS of new physician reqruits for 
the military medical services, ^although the direct , recruitment of 
physician volunteers for active duty — either fully tra-ined physicians 
or those applying for specialty training in military mediqal 
center^ — also is important. The Uniformed University of the Health 
Sciences Medical ^School will become more important as a source of 
career military physician^' as more classes graduate. USU is 
scheduled to reach its capacity of about 170 graduates per year in a 
' few years. * ' ' 

At the same time, the effects of the above-mentioned public 
policy actions to increase the numbers of physicians has begun to 
change the civilian environment likely to affect the abilityof the 
military to recruit and retain physicians in the, i980s and beyond. 
The recently-published report of the Graduate Medical Education 
National Advisory Committee (GMENAC) has e^imated thalt growth in 
U.S. medical education will increase the number of physicians per 
hundred thousand population from 171 in 1978, to 220 by 1990, and 247 
in the year 2001).' The changing relationships between numbers of 
active physicians and total' population in the U. S. are ahown in 
Table 3: ^ • ^ 



The changes in specialtyVdistribution projected by the GMENAC 
report a're shown in Table 4. Although the specific numbers are only 
estimates based on a very large number of assumptions, it is 
reasonable to say that the ^perceptions of physiciat]^ shortages that 
persisted through, the 1970s are likely to be displaced tin the 1980s 
by perceptions — at least in some specialties-^—of surpluses. This . 
should greatly facilitate recruitment and retention of physicians by 
the. military ^services. 



Table 3. • Pl^fsiCIAN-TO-POPULATION RATIOS 



Physicians Population physician/ 

1000,000 pop. 

■1965 276,000 194,300,000" 1^2 

1970 292,000 204,900,000 143 

1975 326,900 213,600',000 153 

1980 ''374,800 219,500,000 171 

1990 ' 535,75(L-^ 243,513,000 '220 

2000 6-42,950 260,378,000 '247 



Notes: 1965-80 physician data obtained from^^MA and AOA for 
active MJ).8 and D.O.sV 1990 atid 2000 estimates from 
OiENAC Report, Table 2,^^ 16. P^ulatjon data from 
Bureau of the Census repots and projections* ^ 



Military Medical Resources 



The FY-1982 budget es^tnate for health-related activities in the 
Department of Defense is about $5#8 billion dollars. It ts 3.3 
percent of the budget authority of*D0D and- 6.4 percent of all federal 
health expenditures #8 Table 5 ahowa how these funds are allocated 
among the medical activities of the three military services. Of the 
total, 86 percent is for delivery of medical ^care by the military 
medical departments and CHAMPUS. The CHAMPUS J)rogram accounts for 19- 
percent of medical care expenditjures. The Army's share of the direct 
care budget is 35 percent, the Navy and the Air^orce each have about 
23 percent. Seven percent of the DOD budget for health affairs is 
allocated for the education and training of all typea^of medical 
personnel. 

As shown in Tables 6 and 7, the Department of Defense currently ' 
operates 164 hospitals yith a total of over 18,000 beds worldwide. 
Of these totals, 128 hospitals with 15,894 beds a^ in the United 
States and 39 hospitals with 2791 beds are abroad. The Army operates 
a total of 50 facilities, 14 of which -Are overseas. The Navy runs 36 
hospitals, 10 of which are overseas and the Air Force runs 81 
hospitals with 15 outside of the United States. ' The faclAitiLes are 
programmed to ruq at an 80% occupancy rate, and most could be 
expanded rapidly if it were necessary. ^ 
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As shown in Table 8, there are 1^0,466 personnel supporting DOD 
health activities. Of this total, 84,175. are military and 36,291 are 
civilians. The distribution |of personnel among the three services is 
similar to the division of the workload: 4& percent Army, 22 percent 
Navy and 32 percent Afr Force. Almost 42 percemt of the personnel in 
Army medical facilities are civilians; the comparable proportions are 
24 percent and IsVpercent in the Navy and the Air Force, respectively. 



, Tables 9 and 10 show th.e utilization of the DOD health care 
facilities for fiscal year 1980. Forty-five percent of the 880,000 
inpatl^ent admissions to DOD hospitals were to Army facilities. The 
dependent's- of active duty personnel accounted for the largest 
proportion of ^ DOD adtaissibns (38 percent), while retirees and other 
beneficiaries accoutttfed for 28 percent of total admissions. Active 
duty personnel were responsible for 41 percent of the 48 million 
outpatient visits, thair depencfents 33 percent of the total. 
Approximately 44 percent of both inpatient admissions and outpatient 
visits took plSice in Anny^ facilities, 25 percent in Naval facilities 
and 31 percent in Air Force facilities* * - 
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TABLE 4,( ."SUPPLY OF PHYSICIANS BY SPECIALTY 1978, 
• AND ESTIMATES FOR 1990 





1978 


1990 a/ 


Percent 








Change 


All Physicians V— 


374,800 


535,750 ' 


+43 



General Family Practice 54,350 

General Pediatrics • 23,800 

Pediatric Allergy 450 ' 

Pediatric Cardiology „ 600 

Pediatric Endocrinology N/A 

Pediatric Nephrology * N/A 

Neonatology ' N/A 

General Internal Medicine 48,950 

Allergy and Immunology 2,100 

Cardiology ■ 7,700 

Endocrinology 1,400 

Gastroenterology ^ 2,900 

Hematology-Oncology 3,000 

Infectious Diseases ,850 ' 

Nephrology 1,450 

Pulmonary Diseases 2,800 

Rheumatology • 1,000 

kjNeurology ' 4,850 

^Dermatology 5,000 

Psychiatry (General) ■ 25,250 

Child Psychiatry ' _ .3,050 

Obstetrics/Gynecology ' ^3,100 

General Surgery ~0,700 

Ne uro surgery 3,000 

Ophthalmology 11,750 

Orthopedic Surgery * 12,350 

Otolaryngology 6,100 

Plastic Surgery < 2,, 600 

Thoracic Surgery 2,100 

Urology '7,100 

anergency Medicine • ' 5,000 

Preventive Medicine \ ) 6,100 

Anesthesiolpgy / 14,850 

Pathology 12,650 

Physical Medicine Rehab. 2,000 

Radiology ' 18,550 

All other & Unspecified 14,000 



) '64,400 
37,750 
900 
* 1,000 
250 
200 
. 700 
-7 3,800 
3,050 
14,900 
3,850 
6,900 
■ 8,300 
3,250 
4,850' 
6,950 
3,000 
8,650 
7,350 
30,500 
4,100 
34,450 
35,300 
5,100 
16,300 
20,100 
8,500 
3,900 
2,900 
•9,350 
9,250 
5,550 
19,450 
16,850 
2,400 
27,800 
9,700 



+18 
+59 
+100 
+65 
N/A b/ 
N/A b/ 
N/A b/ 
+51 
+45 
4^4 
+175 
+138 
+177 
+282 
+235 
+148 
+200 
+78 
+4*7 
+21 
+34 
+49 
+15 
+70 
,+39 
+63 
+39 
+50 
+38 
+32 
+85 
- .9 
■ +31 
+33 

— -f50 
-31 



N/A not available ^ 
Footnotes a/,and W are oh page 3 6 



Source: 



Table 3, p. 17, Report of the Graduate Medical Education 
National Advisory Committee to the Secretary, Department^ 
of Health and Human services, September 1980. 
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Notes to Table 4 



Includes -all professionally active* physicians (M.D,.8 and D.O.s) 
together with 0.35 of all residents in training in the year 
indicated. The 1990 and 2000 figures assumte that U. S. > 
allopathic -medical school, first year enrollment will increase 2.5 
percent per year until 1982-83 for a total increas^.of 10 percent 
over the 1978-79 enrollment of 16,501, and then will remain level 
at 18,151, that U^. S . osteopathic medical school enrollment will 
increase 4.6 percent per year until 1987-88 for a total increase 
of 41 percefet over the 1978-79 number of 1,322 and then will 
reiwiin level at 1,868, and that FMGs will be added to. the 
residency pool at the rate of 3,,100/year in 1979-80, increase to 
4,100/year by 1983, ^nd then remain-^evel;^^ 

The 1978 AMA Masterf ile does not contain data for the pediatric 
subspecialties other than for pediatric allergy and cardiology. 
Therefore, the 1978 as well as the' 1990 supply for the pediatric 
subspecialties are likely to be significantly undercounted . 
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Table 5. DEPARTMENT OF DEFENSE BUDGET REQUEST FOR HEALTH' AFFAIRS , FY-1982 

^ (Thousands' of Dollars) 





Army 


Navy 


Air Force 


DoB" 


Total 


' DIRECT CARE ^ ' X 


,740,963 


1.113,865 


1.146,861 


> $28,757 


4,930,445 


Regional Defense 
Facilities 


555,420 


287,392 


. 246,144 




1,088,956 


Stattpn & Clinic 
Hospitals 
Dental Activities 


742,353 
161,199 


364,415 
81,157 


^704, 866 
116^508 




358,864 


Other Health 
Activities 


202,635 


338,182 






593,689 


Caye in Non-DOD 
Facilities 
CHAMPUS 


39,356 




n £. ATI 

26,h/1 


928,757 


108 546 
928i757 


EDUCATION & • TRAINING 


164,634^ 


82,^39 


101,964 


35,564 


384,801 


HPSP '* 
USUHS 


27,786 


O Q 1 *!l Q 
i JO 


91 7S7 


35,564 


74,861 
35,564 


Other Education 
& Training 


13^,848 


57,591 


80,2^07 




97A 


RESEARCH AND 
^' DEVELOPMENT 


115.224 


57,565 


2,070 


39,070 


2ij,yzy 


CONSTRUCTION 


15^,410 


> 

46,86Q 


29,110' 




234,380 


TOTAL - * A 


^226,098 


1,330,075 


^- 

1.310,234' 


-^1,007,394 


5.-763,556 




r 










Adapted from OSD(HA) 


FY 1981 estimate of FY 1982 budget. 
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Table ^?^DQp MEDICAK FACILinES IN THE "UNITED STATES* 



ARMY 



NAVY 



AIR FORCE 



DOD TOTALS 



V 


# 

facili- 


# 

beds 


facili- 


DeaS 


for* 4 1 -f.— 


# 

UXZsXO 


facil- 


# 

beds 




ties 




ties 




ties 




ties 


# 


Over 500 beds 


. 5 


2748 


2 


ir49 




1000 


8 • 


489> 


200-500 beds 


■ 8 


2508 


•1 


750 




1175 


14 . 


4433 


75-200 .beds ' 


8 


1170 


3-2 


1520 




990 


_-29 


3680 


Less than 75 
bec^s 


15 


741 


10 ' 


^ • 

308 


52 


1835 


,11 


2884 


tOTAL 


36 ; 


7167 




1111 


66 


5000 


128 


15,894 



Source: Office of the Assistant Secretary of Defense (Health Affairs)^ 
* Includes all 50 states. 



Table 7. DOD MEDICAL FACILITIl^OUTSIDE THE UNITED STATES 



ARMY 



NAVY 



AIR FORCE 



DOD TOTALS 



# # # f # * ' . . 

facili- beds facili- beds facili- beds facili- bed^ 

ties ties ties ties 

'. ' ' 

OVER 200 beds 2 625 0 . ^ 1 ,220 3 845 

75-200 beds 5 746 1 113 2 250 11 1193 

Less than 75 . ^ * ^- ,co 

beds 7 220 9 384 12 239 25 753 

TOTAL 14 1585 ^ ' 497 15 709 • '39 2791 

Source: Office* of the Assistatft Secretary of Defense (Health Affairs). 

January 1981. . • , 
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Table S.^DOD PERSONNEL PROVIDING DIRECT CARE 





ARMY 


NAVY 


Jair force 


DOD TOTAL 


Regional Facilities^ 
' Military 
Civilian ^ 


17,272 
9,385 
7,887 • 


9,379^ 

6,903 

2,476 


— ^ i ' 

. 7,825 
6,007 
1,818 


- 34,476 
22,295 
■ 12,181 


Station HosDltals 
& CltnlcsJ' 
Military 
Civilian ' 


25,664 
14,854 
10,810 


12,-868 
10,003 
2,865 


* 

23,062 
19,046 ( 
. 4,016 


61,594 
. 43,903 
17,691 


Dental. Carel 
Military. 
Civilian 


5,987 
3,845 
2,ir38 


' 3,062 
2,751 

- 311 


4,784 
4,396 

m ^88 


13,833 
10,996 
2,837 


Other Health Carel>2 
Military 
Civilian 


6,139 
3,549 
2^590 


1,131 
430 , 
701 


. 3,293 
3,002 
291 


10,563 
6,981 
3,582 


totalI ' 

, Mlli'tary 
Civilian 


55,062 
31,637 
-23,425 


26,440 
20,087 
6,353 


38,964 
32,451 
6,513 


120,466 . 
84,175 
36,291 



Source: Office of the Secretary of Defense (Health Affairs), April 1981. 
^Total of military and civilian* 
Operational medicine, Alrevac* * 
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.Talile 9. INPATIENT ADMISSIONS TO DOD HOSPITALS FY-1980i 

(% of Total DOD Admissions) 



* # 


Army 

Ho SDitals 


Nayy 

Hospitals 


Air.Porce 
Hospitals 


DOD Total 


Active Duty 
Personnel 


131,052 (15%) 


74,138- ( 8%) 


92,899 (11%) 


298,089 ^X) 


Dependents of 
Active Duty 


153,193 (17%) 


86,111 (107.) 


f 

, 99,019 (11%) 


33?P5«^?3(38Z) 


Other Beneflcl- 
arle's2 


110,013 (13%) 


52,475 ( 6%) 


'-^30,649 (' 9%) 


243,137 (28%> 


TOTAL 


394,^28 (45%) 


212,724 ^24%) 


272,567 (31%) 


879,549 (100% 



April 1981. 
^Includes retirees and their dependents. 



Table 10. OUTPATIENT VISITS TO 'DOD FACILITIES FY-1980l 

(% of Total DOD' Admissions) 



ERIC 



Army 

^ Facilities 


Navy 
^ Facilities 


Air Force 
Facilities 


DOD Total 


Active Duty " V 
Personnel 8,820,377# 
- . (18%) 

Dependents of 

Active Duty 6,231,412 

(13%) 

Oth^ Beneficl- 
-aries2 . 5,342,072 

(11%) 


5,500,407 
(12%) 

3,860,652 
(8%) 

3,141,879 
(7%) 


5,110,467 
(11%) 

5,590,201- 
(1.2%)*' 

4,088,068 
,(8%) 


19,431,251 . 
(-41%) ' 

15,682^265 
(33%) 

12,572,o!L9 
(26%) 


TOTAL ' 20,393,861 

(42%) 


■ 12,502,938 
(27%) 


14,788,736 * 
(31%) 


47,685,535 
j^lOO%) 


^Data furnished by the Office of the Secretary of Defense (Health Aftal-rs^ 

^ April 1981. \ > 
2iacJudes retirees and their dependents. 


J 

•* 

* 
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CHAPTER 4 



PHYSICIAN MANPOWER AND MILITARY MEDICINE 



Military Physician Manpower Eras 



\Hilltary medicine has experienced two eras since World War II and 
Is apparently about to enter a third. The first era lasted untip. 
June 1973, when the draft officially ifas terminated* There were no 
shortages of physicians for the military during this period because 
the Berry Plan ensured an adequate supply af fully^tralned physicians 
in all specialties, dircumstanc^ changed when the draft ended and 
the secotfd era began — a period of transition in which shortages of . 
physicians were experienced by the military services for sevetal 
years until the HPSP, USU, and volunteer recruitme^ programs began 
to yield suffic'ient number& of ni^w recruits. .As will be seen below, 
the Air Force and the Navy appear to be entering the third era — one 
■in which physiciaa shortages are.no longer a'problem even without^he 
draft. " ^ • 

%. 

Some aspects of the transition era'can be, seen in Tables Il-IA. 
The growth of-irKe"^iumbers of medical students in the HPSP pipeline 
between 1973 and 1980 is shpWn in Table 11*^* Tables 12, 13 and lA 
. 8how4:he changing sources of new physicians for the Army, Navy, and 
Air Force between 1974 and 1981. The overwhelming reliance on the 
Berry ^Plan in ISJA, atiH" its replacement mainly by the HPSP and 
voljjnteer program by the end of the period, shows cleai\ly in these 
tables. 

The transitiotuera that started in late 1973 differed fi^om the 
draft era iti ther-^Hjowing ways: 

(1) Total numbers of physicians on active duty dropped below the 
numbers each medical department needed 6nd was authdrlz^^to have on 
active duty .for their "readiness** tnlsslon; ^ ^ ^ 

.^2) Shortages of certain specialists appei^red and persisted, 
e.g., in radiology, orthopedic surgery, anesthesiology, thoracfc 
surgery, etc*;. " ' • ' 

*(3) Most of the new recruits were untrained physlclans~1)eing 
either new graduates fvom taedlcai schools or recent graduated who had 
completed an .internship year 'but h^d. had no residency training; 
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Table 11. MEDICAL STUDENTS RECEIVING FORCES HEALTlf PROFESSIONAL 

SCHpLARSHIPS - J ) ' 



Army 
% 



Navy 



Air Force 

. # % 



Total DOD 





V . 1973 


360 


30 


503 


42 


32^ 


27 


1187 


100 




197A 


990 


34 . 


1042 


36 


•887 


30 


2919 


100 




1975^^ 


1191 


37 


. '1052 


33 


945, 


30- 


3188 


100 




1?76 • 


1295 


39 


1050 ' 


31- 


993 


' 30 


3338 


100 






1367 


3J " 


1038 


28 ^ 


13il 


35 


^ 3716 


'400 




^978 ^ ^ 


1328 


'*53 


i385 


34 


1337 


33 


4050 


100 


4 

« 


^97W^ 


'l^8 


34 


1294^ 


-.32 


1403 


34^ '■ 


4105 






,1980. 


1A79 


35 ^ 


1326 


3i 


1431 


34 


4236 


100- 






— te^ 














-'1 



•Da.ta furbished by the Offices of the Surgeons General. Aptil 1981 
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Table 12 . ASMY PHYSICIAN ACCESSIONS BY PROGRAM 
^ (%. Total Accessions) < 



Fiscal 
Year 



Berry 
Plan ' 



HPSP 



Early , 
Commission 



Volunteer 
Program 



AR 601-112 ^ ^ ijSU 
Disctd . 1 ?7/7 



Total 

Accessions 



— 7" 

1974 



1975 



1976 



1977 



-1978 Jf 



1979 



1980 



1981' 



764 
(73/ 



6-5k8 
(67) 



955 
(57) 



141 ■ 
(21) 



45 
(5) 



14 

(2) 



90 
(9) 



102. 
(10) 



399 
(24) 



296 ^ 
(44) ■ 



451 ~ 
(51) 



422 
(52) 



396 
(52). 



I 363 
(54) 



84 
(8) 



72' 
(7) 



92 
(5) 



44 
(7) 



43 ■ 
t5)t 




28 
(4) 



• 72 
(7) 



75 
(8) 



111 
(10) 



150 • , 
(22). 



■^26 
(37) 



" 332 
V (41) 



294 
(39) 



250 
(37) 



.Source: Office of t?he Army Surgeon General. 
^Intludes the FTf-76 Transition Quayter July-September 1976. 



34 
(3) 



. 77" 
(8) 



59 
(4) 

• 41 
(6) 



<(2) 



8' 

(1) 



(1) 



6 . 



14 

('2) 



23' 
(3X 



1044 



984 



1676' 



672 



883 



'815 
763 



671 
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Table 13. ^ NAVY PHYSICIAN ACCESSIONS BY PJIOGRAM 
(Z Total Acpessions) 



Fiscal 
Year 


Berry 
Plan 


HPSP 


Early 

Commission" 


^folunteer 
Program^ ■ 


9 

MOSP 


TTCIT 

usu 


Accessions 


1974 


651 
(70) 


2 


209 

,\23) ^ 


'22 ; 

(2) ■ 


43 f 

(5) ^ 




927 


1975. 

1 Q7A 

JL7/ 0 


518 
(55) 

417' V 
' (53) 


51 a 

' (5) ' 

r 164 

(21) . 


139' — 
(15) 

27 ' 
(3) 


-^159- " 
^ (17) 

.117 
(15) 


79 

67 
(8) 




946 
^ 792 


1 Q77 


159 ' 
(21) . 


329 
(45) 


29 
• (4) 


176 

(24) * 


37 
- (5) 




.730 


iQ7a ' 

J.^ # 0 


33 
(5) 


' 357 
(58) 

i 


8 

(1) 


174 
' (2^) 


39 
(-6) 




611 


1979 


9 

(2) 


344- 
(60) 




• 1^3 
(34). 


♦ 

27 
(5) 
4 




573 

4 


1980. 


1 


1 2^3 

' (59) ^ 


1 


-180 


17 , 
(3) 


• (1) 


498 


' 1981 




282 
^5) 


♦ ' 


.■■„ (27) 


17 
■ (4) 


22 

(5) ' 


437 



SonrceT^^Wlce 6^ the Navy Surgeon Gene'ral, 
^trolected* ^ 
* £RJC"al Officer Scholarship Program. 
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Fiscal 
Year 



AIR FORCE PHYSICIAN ACCESSIONS BY PROGRAM 
Z Total Accessionsj , 



Berry 
Plan 




HPSP 



Early 



Voluntreer 
Program 



1974 



1975 



1976 



I 

f' 1977 



• 1978 



1979 



1980 



19Q1 



754 
(79) 



574 
(58) 



642. 
(45) 



103 
(15) 



28 
(4) 



4 

(1) 



.3 



18 
(2) 



92 
(9) 



155 
(11) 



170 
(24) 



258 
(41) 

' ) 

289 
(54) 



3*^7 

(59). 



374 - 
!• (67) 



17 




2 -c 



28 

216 
(22) 



551 
(38). 



34-5 
(49) 



270 
(43) 



■ .203 
4k. ^^^^ 

■Vl76 

(32) 



138 
(25) 



Source: Office of the Air Force Surgeon General , 
^Projected for end of PY-81,* 
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AFR 36-13 
AFR 36-42 




121 
(13) 



97 . 
(10) 



88 
(6) 

87 
(12) 



71 

(il) 



. 32 
^(6) 



25 
((5) 

24 
(4) 



6 

(i) 



19 

•(3)- 



953 



996 



} 1441 



710 



630 



535 



554 



562^ 



(4) Of the relatively small number of fully-trained volun^^rers 
who could be recrtiited, a significant fraction consisted of foreign 
medical, graduates, many of whom came ftom countries of very different 
languages and cultures than those of the U»S» 

Table 15 shows the authorized , numbers', of* military physicians -on 
active duty and those actually on duty at the end of each fiscal year 
from 1976 to 1980. It is evident that l^he military medical 
departments have "had somewhat differetit experiences in the transition 

''era. The Army . clearly has had the most severe problem: in FY-1977, 
its lowest point, it had only 4043 physician^ on active duty — 23 
percent below the authorized "steady-state" level. Its position has 
Improved sitjce then, but it is still 13^percent ^elow the authorized 
level of 5273. The Navy did not have a very serious problem. In 
1976, Its lowest point, it was 5 percent below its steady-state 
authorized level but reached^ it in 1977 and has been close to it ever^ 
since. The Air Force's position was mdte serious than the Navy's, 
but less than the Army's: its low point was 1976 when ^i^^ about 
13 percent below the steady-state authorized strength of^500. Its 
position ha^ impr^oyed steadily sincp^thgn and iX is now about^ at 

.authorized strength. ' ^ ^ 

Table 15. ACTIVE DUTY MILITARY PPSICTANS , 1976-80 



fiscal 
Year 


Atmy 
Auth.* AssignefJ 


Navy 

Auth- 


Assigned 


Air 
Auth. 


Force . 

Assi'gned 


FY-76 
FY-76T 


A473 ^ 4398 
A738 4368 ' 


3656 
3696 


3430 
3628 


3441 
3495 


3051 
- . 3186 


(transitioti quarter) 
FY-77 4738 4043 
FY-78 4009 4U0 
■#Y-79 4201 4403 
FY-80 4402 4578 


3674 
3643«. 
" 3627 
3600 


3665 . 
-> 3487 
3584 
3632 


3402 
3447 
3285 
3542 


3249 
3209 
3310 . 
3441 ■ 



Source: Presearch, Inc.; data obtained" from eacty^edical 
department's personnel tapes. 3 

- * The Army's "steady state" authorized strength reaches 5273 by 
1985. The Navy and Air Force '"steady s'tate" authorized strengths 
remain about 3600 and 3500 respectively. - ^ ^ 
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These aggregated figures do not reveal some important facts about 
the compositidn of the physici^an pools: the fraction of the active 
duty physicians who are in training status (interns, residents, 
fellows), the fraction of the board-eligible or board-certified 
physicians who are assigned to' teaching hospitals, and the fraction 
of physicians in oper*ational assignments who have not had any 
specialty training — :the "general medical officers", and the flight 
surgeons, 1 most of whom** hajj^completed only their* internship year. 
Tables .16, 17, and 18 aot^taitNtiie most recent data on the- 
distribution by specia4.ty of physttriajis in the three departments. 
They also show, as a /subset of the physicians, on active duty, those 
who are in GME training status eitl^r in military hospitals or in 
civilian institutions. Table 15 reveals that of a total of 4578 
active duty Armjr physicians in^May 1981, 39 percent were GOT trainees 
in Army hoijpitals, 4 percent were GME. trainees in civilian hospitals, 
and 12 percent were general medical officers not in training status. 
The data in Table 16 underline the Armx/s physician manpower 
problems: ' the "army is still 13 percent otflow total authorized 
physician strength, more than one fifth of its active duty physicians 
not in training ^t^us are general medical officers or ^flight ^ 
. surgeons who have not completed specialty^ training but 'have patifent 
^ care assignments,^ and 42 percent of their active duty medical 
officers are in Q^E trailing Status. The Army obviously is still in 
the transition era. 

The Navy's circumstances, as shown in -Table 17, are quite 
different. It has reached its authorized strength, although it still 
has 29 percent of its total active duty physicians^^ai^signeA as GJIE 
trainees. About *17 percent of its phy^ici^ns not in training status 
• are general medical officers. It clearly is approachiq^the end of 
the transition era although it is still heav;lly dependen^ on large 
military training programs in some specialties. 

The Air For^e (Table 18) is only 3 percent below its authorized 
strength, and except* for general surgery, orthopedic surgery, and 
family practice, is reasonably close to meeting its ne^4s for 
specialists. However, it has about 500 physicians in patient care 
assignments who are either fiight surgeons or general medical 
offieera without specialty training. Thi-s is about one fifth of the 
active duty physician force not in training statu^. The Air Force, 
has less GME training ^^acity than either the^ Army or the Navy. It 
sponsors more OiE training in civilian facilities: almost 16 percent 
of Its (3iE trainees are in civilian Qffi training. A total of 24 
percent of its activity duty force is' in GME training status. As is 
,true for the Navy/ the Air Force apparently is approaching the end of 
the. transition era. - V * 
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Table 16. DISTRIBUTION OF Am PHYSICIANS BY SPECIALTY, May 1981 



AutK. Active Shortfall/ GME Trainees 
Duty Surplus* " Mil.- Civ. 

Hosp* Hosp. 



General- Internal . 

Medicine ' 473 
Medicine Sub- ^ 

specialties ^ 

General Surgery 336 

, Neurosurgery "^25 

Ophthalmology 98 

Orthopedic Sur* 274 

Other Surgical * 

Specialties 279 

Psychiatry 270 

Pediatrics ' 287 

OB/GYN 282^^ 

Emergency Medicine 168 
.Preventive Medicine 77 

physical Medicine 26 

Anesthesiology 137 

Nuclear Medicine , 45 

Pathology 215 
Radiology ^ ' 2 34 

Neurology 80 

Family Practice 802 

Other . 6161 



475 ^ 

484 
326 

■ 25 
93 

177 

231 
233 
355 
290 

46 

67 

■ 27 
128 

30 
230 ■ 
217 

73 
314 . 
7572 



269 

251 
147 
9 
»36 
78 

/l07 
88 
■ 128 
124' 
• 30 
62 
-5 
62 
9 
82 
111 
31 
106 
61 



17 
1 
4 
3 
4 



15 

,. 1. 
5 



15 
1 
1 

39 



Total 



5273 



4578 



-695 



1796 



J)ata furnished by Office of burgeon General, May 1981. 

Includes interns, Q^O's, dermatologists, flight surgeons, ^ 
operaftional medicine (e.g., hospital commanders and others 
in administrative positions) • 
Includes flexible laterns, operation' medicine TofficerS, 548 
GMO's and 100 flight surgeons pnly 18 of whom are board- 
^ certified. 
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Table 17. DISTRIBUTION OF NAVY-BHYSICIANS BY SPECIALTY 

Auth. Active Shortfall/* GME Trainees 



♦ 

• 




Duty 


Surplus 

> 


Mil. 

__ • 

Hosp . 


' Civ. 
Hosp I 


General Internal 














Medicine 


308 


438 


+ 1 


30 


182 


1 


Medicine Sub- 














specialties 


158 


180 


+ 


22 


51 


4 


General Surgery 


272 


316 


+ 


AA 


128 


- 


Neurosurgery 


, 28 


21 


— 


1 


4 


2 


Ophthalmology 


72 


76 


+ 


A 


23 


2 


Orthopedic Surgery 


143 


115 


— 


28 


46 


2 


Other Surgical^ 














SubsjJfcialties 


216 


168 


- 


48 


1 


Psychiatry 


152 


149 




3 


51 


— 


Pe diatri cp 


216 


262 . 


+ 


46 


58- 


3 


OB/GYN 


208 


190 


- 


18 


77 ' 


1 


Emergency Medicine 


6 


' 9 


+ 


3 


1 


3 


Preventive Medicine 


78 


67 




11 


12- 


6 


Physical Medicine 


? 


6 


+ 


1 


• 1 


,ir 


Anesthesiology 


157 


140 




17 


51 




Nuclear Medicine 


12 


15 


+ 


3 


5 




Pathology 


116 


134 , 


+ 


18 


46 




Radiology 


17 2 


155 




17 




3 


Neuroloffv 


37 


34 




3 


9 


2 


Family Practice 


276 


262 




14 . 


119 


■ 1 


Other 

* 


9681 


8952 




73 


56 


t 


Total 


3600 


3632 


+ 


32 


1014 


3> 



Data furnished by Office of the Navy Surgeon General-, May 1981. 

1 Includes A56 GMO's, aviation, submarine and executive medicine, 

research and dermatologj 

2 A85 GMOs; balance in avitftion, submarine and executive medicine. 
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Table 18. 

IS— 



DISTRIBUTION QF* AIR FORCE PHYSICIANS BY SPECIALTY 




Au t h • Ac tl ve Sho r t f a 1 1 / 
Duty Surplus 



^ GME Trainees 
Mil. Civ. 
Hosp. , Hosp . 



General Internal 
Medicine 

Medicine Sub- 
specialties 
General Surgery 

' Neurosurgery 
Ophthalmology 
Orthopedic Surgery 
Other Surgical 

Specialties 
Psych/atry 

■^Pediatrics 

ds/GYN . , 

Emergency Medicine 

Preventive Medicine 

Anesthesiology 

Nucleai^edfcine 

Pa thology 

Radiology 

Neurology 

FaTnily Practice 

Other 



Total 



271 


302 


+ 31 


96 


.0 


16" 6 


185 


+ 19 


30 


15 


302 


242 


- 6b 


76 ' 


4^ 


20 


.23 


+ 3 


0 


8 


60 


67 


+ 7 


9 


6 


180 


115-1 


- 65 


19 . 


^1 


161 


167 


+ 6 . 


31 


16 r 


162 


130 


- 32 ' 


27 


3 


291 


348 


+ 57 


78 


12 


215 


218 ' 


+ 3 


56 


5 


16 


38 


+ 22 


1 


6 


11 


17 


+ 6 


2 


0 


75 


11 


+ ,2 


' n 


0 


11 


12 


+ 1 


2 


1 


85 


88 


+ 3 


12 


3 


^164 


194 


+ 30 


49 


13 


.34 


33 


- 1 


7 


1 


652 


320 


-332 


123 


1 


6661 


8652 

i 


+199 


47 


19 


3542 


p441 


-101 


686- ^ 


134 



Data furnished by the Office of the. Air Force ^urgeon General, 
April 1981 ^ 

1 Includes 551 physicians in aerospace medicine, generals, 

dennatoldgists and GMOs* 

2 Includes 537 .physicians in aerospace medicine, generals, 

dermatologists and GMOs* 
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A Look Ahead 



The dynamics of the three military phyaician manpower pools are 
c6mplfx because the number of interacting variables is large. 

Figure 2 is a schematic diagram af die routes of entry and movement ^ 
of physicians through the military liWSical sy<8tem. It does not show 
^^many important factors including the routes among specialty training 
programs. (Nbt all trainees complete training in the sp^ialty in . >^ 

which they start; some' switch after the first year of GME, some 
after the secottd, etc.) Another set of variables is retention or 
continuation rates of active "duty pfijsicians. Continuation rates are 
defined as the probability that a physician on active duty at the 
start of a year^ of service will be on active duty at the end of that 
year. Four sets of continuation rates are important: (1) the * " 

continuation rates during GME training; (2) the rates during the 

peripd of obligated service; (3) the rate at the initial decision • 
point — that is, the decision made during the final year of obligated ' 
service as to whether to extend the period of service voluntarily for • 
at least another year; and (4) the post initial decision 
continuation rates, i.e., the probability^ extending service for 
another year, of those who have completed at least one year beyond 
their period of ♦obligated service. 

These variables have been incorporated into a physician manpower 
projection model^entitled MEDFQRJCE developed by Presearch, Inc. for 
the office of the Assistant- Secretary of Defense (Health Affairs) . 
The committee used MEDFORCE ,to explore how changes in numbers of GME 
positions in Bilitary hospi^Hs Would affect the total, numbers of 
physiclan^s on active duty in e^ch' of the military services, ^eciflc 
assumptions were made ab6ut accessions of volunteers and 'flPSP 
recipients and retention rates of. physicians who have completed their 
obligated service. The analysis deals only with aggregate numbers of ^ . 

physicians because the MEDFdRCE model does not disaggregate by 
specialty. / , 

The first set of Ullyses used the following baseline assumptions: 

1. The number of GME positions in milit;ary hospitals will ^ ' " 
\ . ' remain constant in DOD hospitals §t 1980-81 levels. 

2. The average deration of GME training for HPSP graduates, 
and the average amount of time owed by HPSP graduates, will 
remain constant at 1980 levels. * 

3. ,The number of HPSP recipients who^graduate from medical 
schools will be,, as currently projected, and each service 
will be successful in recruiting its allotted share. ^ 

4. Physician recruitment and retention patterns will remain 
as ^ey were in 1980. 
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•Figure 1; MILITAEY PHYSICIAN MANPOWER POOL. ^ 

ACCESSION A^D TRAINING PATHWAYS REPRESENTED IN 
MEDFORCE MODEL. 



HPSP ' 
Graduates 



USU 

Graduates 



Volunteers 




Deferred i ^ 
^ Civilian 
. . Internship 



Active Duty 
Internship 




(Deferred) 
Civilian 
Residency ' 



Active Duty 
Residency 



Medical Force 
Not-in-Training 



Adapted from information prepared by Pretearch, Inc^ 



-52- 

• . 66 



5. All USU graduates go Into military GME. As many HPSP 
graduates as can -be accommodated In military Internship and 
residency positions ar6 so assigned, the other^ire allowed 
to start GME In clvl^an hospitals. Each servfl^ 16 allowed 
to assign as many of the latter group to general medical 
officer positions (after completion of GME-1) as Is ^ 
necessary to fill vacant GtiO posl-tlons» 

Table 19 "shows the results , of the 'analysis. It displays the 
numbers of phftsilclans projected to be on active duty In each military 
medical department at the end of each fiscal yeaj^ through 1989. It 
Is'' evident that with these 'assumptlpns only the Army has a problem. 
The Army would not reach Its authorlze'd physician streitgth until 
1988, whereas both the Navy and the Air Force have already reached 
their authorized strengths. 'Furthennore, both the Al^ Force and the 
Navy would have to take some combination of actions such as reducing 
new physicians being brought on active duty, reducing the nymbers In 
training status, and probably reducing retention rates, to avoid ^ 
exceeding their authorized strengths by a considerable margin. 



Tabje 19. EFFECTS ON PHYSICIAN STRENGTH OF BASELINE ASSUMPTIONS 

Army ^ ' Navy ' ^ Air Force 

Proj.' Author> Proj. Author; Proj. Author. 

# of if of ' ■ i of i oi if of if of 

M.D.s M.D.g . M.D.s • M.D.s . M.D.s M.D'.s 

1979 4287 ~TU02 ~ 3559 3594: 3282 3554 
(•actual) 

1980 451-9 4402 ■ 3678 -3594 3569 3554. 

1981 4654 4576 ' 3778 3594 3811 3492 , 
1^82 4813 4750 3806 3594 . , 3811 '3495 

1983 4816 "4924 3911 3594 4040 3496 

1984 ■ 4820 5098 3593 3594 4048 ' 3503 

1985 '4980 ' 5273 4042 . 3594 . 4120 ^503 

1986 5057 5273 4121 3594 4218 3503 

1987 5183 " 5273 , 4219 3594 4288 3503"^ 

1988 .5350' 5273 4304 . 3594 . 4340 3503 
1989" "5459 5273 4367 3594- 4399 3^03 



Source: Presearch, Inc. ^ 

■^At the time these analyses were 'done, Presearch, Inc. did not 
have complete data for EY-1980, so the 1979 actual d^ta were used*. 
The modSl is set up to handle projections for 10 years." The 1981) • 
data in Tables 19-28 are projected, therefore, and may differ 
slightly f rom 'Sifliilar data^found elsewhere in the«report. ^ 



-The ne;ct set of analyses holds assumptions 2 through 5 above ' 
constant, but reduces Amy aiid Navy miliary >GME positions in 1985 to 
20 perceti? of authorized physician strength. Air Force military 04E 

-positions are hfeld constant-at thg current amount (20 percent). This 
analysis i^f intended fo show the effects of limiting GME to 
applj^imaftely 20 percent of the active duty physician force as 
specified in' the DOD directive. Table 20 shows the resultsr It is 
evident that the Army Jtould be seriously Handicapped by a cutback of 

'ttiis^size in its GME ptograms because it could riot achifeve its 
authoVlzed pliysician streng'th until about 1991 unless eitheif its 
retention rat-^s or the numbers of volunteers, increased, appreciably. 
The Navy could still' maintain jits physician strength in'excesfi of 
authorized strength even "with, euch a cut in GME. (The Air Force data 
are unchanged from those shown in Table 19.) 
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Table 20. EFFECTS OK PHYSICIAK- STRENGTH OF REDUCTD GME PROGRAMS IK ; 

ARMY AND NAVY ^' ^ 



) NAV ^ 
TArffi} 



Pro j . 

of 

M.D^^ 



\ ^^^^^ 

Author. * Proj. Author. 

// of . of // of 

M.D.s ' M.D.s / M.D.s 



197.9<actual) 4287- 

1980 4513 

1981 4641 

1982 • 476^ 
'1983 " ■ 4720 

1984 4657 

1985 • 4704 

1986 4697 

1987 4765 

1988 4893 

1989 5017, 



4402 
■4402 
A576 
4750 
4924 
5098 
.527 3 
527a 
•5273 
5273 
5273 



3559 
3639 
3704 
3683 
3735 
3727 
3713 
3761 
383.0 
3900 
394 5 



3594 

;3»594 

3594 

3594 

3594 

3594' 

3594 

359^ 

35?.4 

3594 

3594 



Source: ^research, Inc 



liable 21 display^ the results of analyses made by holding baseline 
assumptions 1,2,3 and 5 constant and examining the effects of 
increasing retention (continuation) rates 20 percent above the 
b^sffline (i.e., current) rates. 
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Table 21. 



EFFECTS Orhoy INCREASE ABOVE CURRFN^T RETENTION RATES 



/ ^Anny 


Navy 


AJr Force . 


PrcTj. Author. 


Pfo jT Author. 


Tro j. Author. 


^- f? of / // of 


' // of // of . 


// of ^ ^ of 


MtD^s^,^* M.D.s 


M.D.S ' M.D.s 
it 


M.D.s M.D.s 



1979 r k 

(actu!|l)' 



"355^" 

3554 
3A92 

349' . 
3503 
•3503 
3503 , 
350^ 
3503 
3503 



4>A02 



4287 m- 3559 



1980 
1981 
1982 
1983 
1984 
1985 
1986 
1987 
1988 
1989 



44^2 
4822 
5044 
-5735 
5216. 
5440- 
J 5571 
5743 
5969 
6122 



4608 
^576 ^ 
4750 ^ 
4924 

' ,5098 
5^73' 
5273 - 
•* 5273 

-^4273 

,-C?l5273 



3705 
3832 
3885 
4012' 
4082 
4-187 

4398 
^498 
4576 



-3594 

3594 

359« 

3594 

3594^ 

3594' 

3594 

3594 

3594 

3594 

3594 



. -3282 • 

363A , 
' 39A2 
' 4170 
>A317* ' 
AA08 
. A5A3 

A831 
A9A0 
^5058 




^ By incr^sing the retention ra|^ 20 percent, the Army coulcTjteaclx^ 
its atithorized physician strength by 1985, three years earlteir^'ha^ 
in the baseline assumption. The Na^^ and Air FotcBf would, /of course, 
considerably exceed their authorized st«^gths. / 

Table 22 shows the effects of an increase in retent'ion rates of 
20 percent while simultaneously assuming that GME in-all three^ 
.services would be reduced to 20 percent of authorized strength b^ 
198^^ (Data for the Air Force ar^ not shown iji this table because, 
the Air Fprce military GME is currently iabout 20 percent of 
authorized strength.) Jt is , seen that the Atmy would not be able to • 
reach its authorized strength until 1989, but -the , Navy would continue 
to gfow weir beyond its authorized stre^ngth. 
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\ Table»'22r' EFFECTS Of 20%*lrNCREASE IN RETENTION RATES ASSUMING 
.^REaUCED GME PROGRAMS ^ / ^ * 



a. 0 


• Army 

If or 
• u • s 


or 

M n o 
n • u . 9 


Proj* 

It or 

M n e " 

n . u . 9 


Navy 


• 

Auth. 

If of 

El . U . 9 ' 


1979 


* A287 




3559 
■J J J J 












J D J / 




• / 


±70U 




A An? 






1981 


4730 . 


' 4576 


3739 




3594 


. 19^2 ^ 


4853 , 


4750 


3731 




3594 


1983 " ° 




4924 


. 3792 




3594 


19 8A. 


^8A5 


5098 


3800 




3594 


, 1985 


4961 


5273 


3794 




•0594 


1986 


A991 '. 




3859 




3594 


1987 


5p6A. 


, 527 3 


3942 




3594 


1988 / 


5216 • 


5273 


■ 4015 




•3594 . 


^1989 


.532^ •.' 


• 52? 3 


' 4073 




3594 \ 



If retention rates .were to drop 20 percent a^d current GME 
program level^ were maintained by all three medical departments, the 
results would be as ^hdwn in Table 23. ];t is clear thfett a drop in 
ret^tiot! rateS would pose very severe problems for fll three 
services eveu if they maintained their curr^ent levels of military 
(34E. ''All would ^exp%tie nee net losses in physicians. The' importance 
of maintaining policies that at least sustain current retention rates 
is clearly underlined l)y this illustrative analysis. 

Table' 23. . EFFECTS OF 20% DECREASE IN RETENTION RATES, ' 

^ ^ CljTRRENT GME rPROGRAMS- ^ " * 



: . ; 


Proj. Aiith. 

p oi a ot 

.M.D.s M.D.s 


• ,Na vy 
-* Proj. Auth.' 
# of # of 
M.D.s M.D.s 


Ain: 
Proj^ 
^ )? of 
M.D.s 


Force 
Auth. 
// of , - 
M.D.s' 


1979 


4287 


4402 


^ -35^9 


3594 ♦ 


3282 


. 3554 


tactual) 


f- 












4145 . 


4402 


3^76 


> 3594 


3136 


" 3554 • 


1^81 


4044 


4576- 


3111 


3594 


3107 


34^2 ' 


1982 


.4045 


4720 


2947 


3594 


3063 


.'3495 


1963 


3918 


49Z4 


2916 


3594 ' 


?971 


3496 • * 


^ 1984 


3820 


5098 


2845 


.v'3594 


2r858 


' 3503 


1985 


3901 


5273 


. 2845 


3594 


2810 


3503 


^ 1986 ' 


3911 .. 


5273 


^861 


3594 


2826 


3503 ' . 


1987 


3980 


5273. 


2836 


3594 


2834 


3503 , . 


•198a 


4098 


5273 


2937 


3594 


.. 2832 


3503 • 


-'1989 


4166 


5273 


'2965 


3594 • 


2860 


3503 
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The effects of 20 percent and 50 percent increases -Iq fche numbers 
of fully-trained Army physicians who volunteer for service, assuming ' 
current ' ^lE levels and all the^ other baseline assumptions, are shown 
in Table 24/ The effects' on £he Army are rather modest: with a 20 . 
percent increase in volunteers each year, the Army would achi'eve it's 
authorized strength by 1987; with a 50 percent increase, by 1985* 
(The Navy and Air Force have been omitted frofa this , analysis because 
they would obviously exceed fheir authorize'd strengths by a 
considerable margin.) 



Table 24. EFFECTS OF 20% AND 50% INCREASES IN N^ERS OF FULLY- 
TRAINED VOLUNTEERS ON PROJECTED NUMBERS OF ACTIVE DUTY 
PHYSICIANS, Gtm PROGRAMS AT CURFEMT LEVELS 





Proj. # of 


Army 
Physicians 


AuthorJzeV^ 






20% Incr. 


50% Incr. 


Strength 




< 


in vols. 


in V0I5. 






1979 


4287 >. 


4287 


4402 




1980 


4513 


4513 ' 


.4402 




1981 


4681 


4576 


4576 > 


V 


1982 


4872 


4984 


A 4750 




1983 


4905 


5064 - / 


/ 4924 




1984 


/ 4924 


5112 


•5098 




1985 


5095 


5309 


5273 




1986 


5180 


5412 


5273 




1987 


, 5318 


5567 


5273 


• 


1988 


• 5490 \ 
5607 


5752 


5273 




1989 


5879 


5273' 





The effects of 20 pQ^cent and 50 "percent decreJfSes in^the numbers 
of fully-trainei volunt^rs, other baseline-^assumptions remaining the 
same, are shown in Table 25. The Army would not reach its authorized 
strength until 1990 if ♦ its volunteer rate dropped 20 percent below 
the 1979 level; a $0 percent drop would delay reaching ^^authori zed 
strength until '1992. Nei'ther the Navy nor Air 'Force would have a 
problem even with a 50 percent reduction in voluntee'ifs 
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TABLE 25. EFFECTS OF 202 and 50Z 
PER YEAR, GHE PROGRAMS 



EASES 
RRENT 



IN NUMBERS OF VOLUNTEERS 
LEVELS 







Aniy 






Kavy 






Air For<:e 


Author* 




Pro J. 


# 


Author. 


Proj 




Author. 


Proj. 


# 




of M*D.8 


Strength 


of M 


.D.6 


Strength 


of M. 


D.8 


Strength 




20Z Deer. 


5OZ beer. 




20Z Deer. 


50Z Deer. 




7M Deer. 


50X Deer. 






in 


in 




in 


> in 




in 


in 






Volunteers 


Volunteers 


Volunteers 


Volunteers 




Volunteers 


Volunt'^ers 






4267 


4267^ 


44bi 


555^' ' 






3282 






1980 


4513 


4513 


4402 


3639 


3568 5. 


3594 * 


3522 ^ 


3449 


3554 


1981 


4g02 


4544 


457fr 


3704 


3565 


3594 


3719 


3576 


3492 


1982 . 


4719 


4607 


4750 


3/04 


3498 


35<»4 


3836 


3636 


3495 


1983 


46R7 


4527 


4924 


3789 


3530 


3594 


3880 


/3637 


3496 ' 


1984 


4666 


4487 


5698 


3811 


3i07 


3594 


3869 


3590 - 


350i 


1985 


4809 


4596 


5273 


3889> 


'i543 


3*594 


39^7 


3609 ^ 


3503 1 


1986 


4868 


4637 ' 


.5273 


3955 


3577 


35Q4 


' 4001 


3662 


3503 1 


1987 


4984 


4736 


5273 


4037 , 


3631 


3594 


4054 


3690 


tJ503 


1988 


5139 


4878 ' 


5273 


4114 ' 


3680 


3594 


4087 


3700 - 


3503 


1989 


' 5'240 


4969 


5J73 


4164 


3714 


3594 


4133 


3726 


i 3503 
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'Tab^ 26. EFFECTS OF 202 AND 502 INCREASE IN NUMBERS OF VOLUNTEERS PER YEAR, 
GME PROGRAMS AT REDUCED LEVELS ^ 







Aray 






Navy 








Proj. # of 


Authorized 


Proj. 


# of 


Authorized 






Physicians 


Strength 


Physicians 


Strength 




20x\r 


rease 5GX Increase 




202 Increase 


50a Increase 


«t 




in Volu 


tttlfets in Volunteers 




In Volunteers 


in Volunteers 






4287 


428) 


4402 


3559 


3559 


3594 


l480 


' 4519 


4%^ 


4402 


3734 


3806 


3594 


1981 


4694 


4752 


4576 


aB89, 

3*57 * . 


4029 


3594 


1982^ 


4882 


4995 


4750 


4163 


3594 


1983 


4906 


5067 • 


4924 


4079, 


4337 


3594 ^ 


1984 


4877 


5086 


5098 


4133 


4438 


3594 


19a5 


4997 


5211 


5273 


4171 


4515 


3594 


1986 


5013 


5*248 


5273 


4266 


4645 


35^4 


1987 


5081 


5428 


5273 


4374 


4783 


3594 


1988 ' 


5203 


--^ 5462' 


5273. 


4475 


4907 




1989 


' 5304 


5577 


5273 


4549 


5000 
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Table 27, EFFECTS OF 202 and 502 DECREASES IN ANNUAL m^BERS OF VOLUNTEERS, 
GME-?ft6GRAKS AT REDUCED LEVELS 



Arg^ 

Proj- # of Authorized 

Physicians ' ^ Strength 

< 202 Increase 502 Increase ' 



in Volunteers in , Volunteers 


1979 


4287 




4287 


4402 


1980 


4359 




4359 


4402 


1981 
1982 


4295 • 
4367 


4237 / 
4254 ^ 


4576 
4750 


1983 


43&5 ^ 




4224 


4924 


1984 




4171 


5098 


1985 


' 44^ 




4246 


• 5273 


1986 


4511 




4070 


5273 


1987 


4317 




4070 


5273 


1988' 


. / 4246 




3985 


5273 


1989 


4056 • 




3786 


. 5273 


t 








a 



^ Navy 

, Proj. f of 
Physicians 
'202 Increase 502 Increase 
in Volunteers in Volunteers 



Authorised 
Strength 




3559 
3639 
3704 
3644 
3706 
3700 
3726 
3687 
3431 
3207 
2972 



3559 
35^8 
3565 
3439 
3446 
3395 
3381 
330*4 
3022 
2774 
251> 



3594 
3594 
3594 
3594 
3594 
3594 
3594 
359^ 
359f 
3594 
35^4 
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The consequences of tt^ combined effects of decreases in GME 
programs and increases in volunteers are shown in Table 26. The Army 
wo.uld reach its ^authorized ceiling in 1988 with a 20 percent increase 
in volunteers and in 1986 withs^ 50 percent increase. The Navy would^ 
have no problem in maintaining its force at ov above ceiling levels. 
(Neither woilld the Air Force, because it is already functiotiing at 
the 20 percent GME level.) > 

If, however, there were reductions in the* numbers of volunteers 
as well as reductions in GME, the consecfbences, as shown in Table 27, 
are very serious for the Army almost immediately and also would pose 
a potential problem for the Navy in the^mid-to-late 1980s. 

Finally, how would the surplus of physicians projected by QffiNAC 
affect the physician recruitment and retention problems of the Army? 
Table 28 shows the effects of simultaneous increases of >20% in both 
the numbers of volunteers recruited each year and in the retention 
rates of Army physicians with the other baseline assumptiotis 
obtaining. The Army would .attain Its authori-eed ceiling level by 
198A under these assumptions, and by 1985 if only retention rates 
increased 20' percent. 



Table 2B. EFFECTS OF SIMULTANEOUS 20% INCREASE IN VOLUNTEERS PER YEAR^ 
AND IN RETENTION RATES, GME AT OTRRENT LEVELS 

Army 

Projected No. of Authorised 



V^ysicians Strength 



1979 • A287 * AA02 

198^ A610 AA02 

l^si: ^7 ' A576 

1982 ' ^T18 A750 

1983 5232 ' , A92A 
198A 520A 5098 

1985 ■ ' 5A87 ' > 527 3 

1986 . 5*573 5273 

1987 ' i 5698 .5273 

1988 ■ 5892 • ' 5273 

1989 ■ 6039 ' 5273 



74' 



In. stun, these illustrative analyses suggest three conclusion's: 

(1) 'Unless some events Occur to make military service 
less^ attractive to physicians than is currently the 

case — and the Q^ENAC report suggests that the growing number 
of civilian physlciatls is likely to make military service 
more attractive in the 1980s — the end of the era of military 
physician shortages is in sight* It appears to be almost at 
hand for the Navy and the Air Force. The Army st^ll has a 
problem, but^^it is likely to disappear in a few years. > 
* » * 

(2) Maintaining high levels of military GME will help the Arqiy 
to reduce the number of years it jjill take to achieve its 
authorized level of active duty physicians. Both the Navy 
and the Air Force may not need to continue maintaining such 
high levels, of^ GME to assist in maintaining their physician 
pools at authorized levels. 

(3=) The total number and distribution of HPSP recipients among 
the three medical services should be re-examined. The Navy 
and the Air Force shares probably should be reduced and the 
Army's increased. 

x 



Implications for Military Physician Manpower Policy 



J^a^ design of the above analyses was based on the commit tee *s 
inltiS perception that the central concern of all three medical 
departments was the shortage of military physicians. All three 
Surgeons General had emphasized to the committee that every bit of 
policy levetage they, could mustery-f^cluding the OlE programs-'^as 
(Jrlented 'toward -maximizing recruianent and retention of military 
^physicians for ^tive duty service* 

It iS' now clear that circumstances that made that view 
appropriate are changing rapidly. The Navy and the Air Force have 
almost emer-ged from the transition era'and are en^^ering an era in 
which alleviai:ing* physician shortages will no longer be their central 
problemw Rather, they must be more concerned about how to maintain a 
properly*-|^alanced, high quality force^ of active duty physicians in a 
civilian environment in which physicians in most specialties will not 
be in short siij^ly. The Army is likely to enter this new era In a 
few year^ and clearly must start to make plans for adjusting its 
manpower polici^ and programs accordingly. 



'* — 



"Prom the manpower policy perspective, the problems to be faced in 
the new era are not^^nly very different from those in the post-draft 
shortage era,, but they are ,also very different from those that 
obtained^ in the draft era <prior to 1973) in two respects: (1) a 
significant number of new recruits each year will be HPSP and USU 
graduates without Q^E training and with substantial periods of 
obligated sei^ice; (2) the increasing physician-population ratios in 
the civilian sector probably will result in significant increases , 
both Jn the tiumber of fully-trained civilian physicians who will seek 
military commissions and in the'number of military physicians* o'n 
active duty wfio will wish to remaiil on active ^duty* The policies and 
programs Effecting recruitment 'and retention will therefore have to 
be modified and adjusted so* that the numbers of physicians being 
recruited thraugh the HPS?, USU and volunteer .programs, and* the size 
and output of the milita'ry GME programs, are compatible with the 
number of vacancies. Moreover, the policies on assignment?, 
promotion,, and career retention must be' congruent and fit 'the 
circumstances that require a certain number of new physicians to 
enter, a certain number 'to leave after completion of obligated 
service, a certain number to leave after some years of volunteer 
service but well before retirement eligibility, and some to remain 
for 20 or more years. Service-specific criteria and procedures will 
have to be developed, m^ing allowances for the, different * 
circumstances affecting each of the specialties. Some *^critical 
policy judgements will have to be mad6* , For example, what fraction ^ 
of the physician force should be made up of career medical officers? ^ 
How mudh continuing reliance should be placed on HPSP graduates as 
compared with recruitment of volunteers, either fully-trained or 
recent graduates seeking military GME?- After how much service should 
a decision be made as to whether an officer should be retained in the 
career group, and^hat criteria and what means should be used to make 
this decision? What policies should be adopted to determine how many 
and which physicians should oot be invited to remain on active duty 

fter completion of obligated service? How should^promotions , 
variable incentive pay, and assignments be used to support the 
manpower goals in' the steady state situation? These are complex and 
sensitive questions. It is apparent that advanced planning a-nd 
ma^nagement techniques and policies will have to be developed by each 
of the medical departments to function effectively in the era now »^ 
beginning. • * ^ 



Some of the findings from the committee's interviews with 
residents, staff physicians and senior administrators at the 17 
hospitals it visited are of interest* For the most part, the 
respondents- shared the perception that the military servicers are now 
facing, and will cbntinue to face, serious .physician shortages. 
Their observations about tJie factors that seem most important f&r 
recruitment and retention of military physicians 'are' nonetheless 
important for ^ch of the medical services to take into accolmt as 
they start to adjust their physician manpower policies and programs 
to changing circumstances* 
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The committee's site visitors found a bimodal distribution of 
attitudes among military physicians: one modal point represents 
those who think of themselves as .professionals in the armed services; 
the other, those who identify more witH their civilian medical 
peers • Individuals in the former group are interested in the 
^operational missions of the military and readily accept the 
discipline required. Often they come from militar^ families or 
received their pre-^edical education at the military academies or 
were in the Reserve Officers Training Corps (ROTC) during college. 
These ate the physicians who are m^JBt likely to make an early- career 
commitmeat to military medicine. , ^ 

The other group, th'bse that identify more with the civilian 
medical community, for tne most part entered the military as a 
Qjonsequence of their having received Dep/artpient if Defens^ 
scholarship , support for their -medical education. Th6y w^l grateful 
for the support — moat said they could not have completed^edical 
school without it — but viewed their military service singly as an 
obligation to b^ fulfilled en route to a civilian meflical career. 
Although these physicians expressed satisfaction with their clinical 
experience in large medical centers, they seldom saw, or gave much 
thought to, the direct relevance of their positions to the 
» operational functions of the military. The site visitors were 
repeatedly made aware of some of the problems of transforming 
civilians into military physicians. The inherent discipline and, 
therefore, the perceived rigidity* of the military medical system, an_. 
organizational characteristic that is required for rapid response to 
a national emergency, bothers many* young residents. They are in a 
profession thaf encourages self determination and many of them 
tlierefore have 9 difficult time accepting the way in which the 
apparentlj arbitrary decisions of the military bureaucracy ^n affect 
^their careers. The manifestations of military discipline — dress, 
rank, assignments made without^ prior consultation — are often resented 
by^physic'ianfe who are trained to use their own medical judgement in 
1 if ^-and -death situations. The site visitors became particularly 
aware of the problems of orienting physicians into the military! 
system when talking to them about undesirable career paths and ; 
assignments that' some young physicians were forced to take by their 
commanding officers. 

Dissatisfaction with military medicine would be reduced among 
scholarship recipients if they were permitted to remain in the large ^ 
medical centers. However, it is obviously necessary assign 
physicians to the smaller meffical facilities on ^lilitary 
installations or naval ships. The Navy assigns 35 percent of its 
physicians* to operational tours on ships, in dispensaries," or Vith 
the Marines or Naval Construction, Battalions *(Seabee8). 
Approximately 60 percent of the Navy*s residents are sent to such 
operational asslrgftments after Completing GME71* Most are reassigned 
,foj' 84>gcialty^ training after completing at least one year of duty as a 
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general medical officer. The Air Force and Army have feimilar 
assignment policies, althotigH the proportions of tho^ whose GME 
programs are interrupted in this way is different for each s^ervice. 
The committee was informed 'that .the Navy instituted this policy 
partly because it believes an operational assignment prjor to 
residency training increases the probablility that young physicians 
will remain in the Navy. The site ^visitors found that doctors who 
are assigned to military installations eee^ to develop a better 
understanding of the readiness midsi\?n than those whose^ experience 
has been limited to the medical centers. In some cases, the 
proximity to the operational forces oT^Jie^rmed services contributes 
to a 'feeling of esprit de corps 'among military physicians. A number 
of them told the site visitors they felf^they were part of a team 
providing medical services to active duty forces ^nd their families, 
and had, in consequence^ become more understanding of tHe ^ 
requirements of the ryfiitary system. , Others felr* that the military 
dominance of the lin^ officers over the medical staff had a negative 
effect on medical officer morale. ^And some of the physicians 
practicing on military bases expressed concern about' professional 
isolation. Often there were only one pr two physicians in any given 
specialty, or even a single doctor in an operational facility. Thfs 
makes it difficult td consult, to participate in clinical i 
conferences, or to*^ke time off. Th'ese small facilities are not ^ 
equipped to deliver complex clinical care so patients requl|^ng 
specialized care are transf erredAo the medical centers* As ^ result 
many of the young physicians who were assigned to these posts after ^ 
completing GWE were worried about losing some of the clinical 
competence they recently acquired in their' residencies. * 

» 

Retention of fully trained physicians has been a major problem 
for the armed services. The Surgeon General of the Army told the 
committee that 85 percent of Army physicians have had leas than 12 
years of se-rvice. The site visit teams found that the teaching staff 
at the medical centers frequently were much younger than tfeeir 
counterparts in*the civilian sector* In some programs, most of the^ 
faculty 'were still on obligated service-* It was evident that most 
physicians in specialties such as anesthesiology fulfill their 
obligatory service and then move to the civilian sector. 

The site visitors found that approximately half of the physicians 
who remained in military medicine after their obligated service did 
80 because of the assignments they were offered — primarily teaching 
positions in one of the large medical centers. Some physicians were 
encouraged by their ability to do cliAical research on a relatively 
large and well-regulated population. However, the more academically 
inclined of the military physicians were dissatisfied because they 
had so little time or financial support for research. On the othe^ 



hand, the implicit 
responsibilities wi 



obligation to accept administrative 

th advanced^ rank served as a deterrent to 



remaining in the military for some of the physicians interviewed* 



Some physicians- who remained in the military beyond^the initial 
period of obligation expressed a clear preference for military 
medical practice over iiivildan practice. Many tpld the site visitors 
that they enjoyed providing clinical care without having to deal with 
-malpractice, office management problems, and other aspects of the 
business side o-f private la^d^cal practice'. Others pointed to their 
^ability to control their working hours, the richness of clinical 
'material, th'e collegial atmosphere of military medicine, and, the 

' op)portunity to travel. ' ^ 

p « • 

/ The site visitors found that most military physicians believe 
that carreer commitments to military service could be increased by a 
combination of better pay, improved personnel management, and a mor6^ 
supportive, work environment, especially additional anciMary 
personnel and more dependable tfnd up-to-date equipment* Initially, 
the pay differential between t;he military and the civiffan sectors 

. encourages some individuals to seek military residencies because 
military physicians in GME assignments receive higher salaries than 
civilian residents. *This aliows them to repay d^bts they incurred 
during medical school, yet live decently during ^their residency 
training.^ As they move further along in their career^, their 

'military salaries fall below the incomes of^heir counterparts in 
civilian practice, a disincentive for retention. In the highly paid 
specialities (i.e., radiology, anesthesiology, orthopedic surgery) 
very few currently remain an active duty after Serving obligated 
time, although this may be chattg^ng.- Many nl^tary physicians 
"moonlight" to supplement their mj^tary' pay, especially those 
working in large urban areas. One of the chiefs of service told the 
site visitors that he encourages "moonlighting" on leave time to get 
some appreciation of what private practice is like. By the time 

, military physicians reach the peak of their careers professionally, 
many have been on active duty for a full 20 years and there is a 
strong financial incentive to retire at half pay and start a second 
career* ^ • * ' 

The site visitors were told of many dissatisfactions associated 
with military ipedicine or military life in gene^^ral. Instability of 
assignments and lack of choice and predictability in career paths 
were mentioned as strong negatives. Mora^l^also has been damaged by 
what has been perceived as broken promises about career assignments 
and promotions and opportunities to attend professional meetings on 
official travel status. Military physicians in community hospitals 
frequently complained to the site vi^or^ about pooi; equipment , 
overworked and poorly-tral^ned support ^taff, ^nd. feelings *of 
professional isolation. ^ * , ^ 

The site visit i:eams found that — except for those strongly drawn 
to teaching — gradu^e. medicaL educationprograms apparently are not 
as important for retention *after* 'completion of obligated service as 
are adequate pay and a good working environment. Some of t|re 
suggestions given to the site visitors for improving the lot of , 
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military physicians include: • ^ 

• differential incentive pay for scarce specialties ^ 

• a distinguished physician award, similar to that .offered by the 
' * V. A. 

9 ^ 

% sabbatical leave—allowing physicians to work in civilian 
Institutions for a year 

. • more academic activities in training programs, such as- 
encouraging competition for NIH grants or ^ther outside funding 
for research 

• Increase funds, to finance attendance at professional meetings 

t • ■ ' ' 

% develop military/civilian shock trauma units to increase 

interaction between the two sectors • 



An ^Opportunity to Fill the Reserves' 

\ ■ ■ ,. . 

- As was noted inl Chapter 3, the. concept of ^'readiness involves 
not only the size and character of the active duty forces, but also 
the reserves. The status of the reserve physician forces of the 
thre« military sert3ces is shown in Tables .29^31. It is evident from 
Table 29- that the Arlny is very seriously below authorized strength 
for physicians in ttb reserve components and National Guard units* 
Only 27 percent of i'jts authorized positions are filled. The Navy's 
physician reserves (Table 30) ^tan4 at 16 percent of authorized 
strength, but there kre significant shortages in general surgery, 
orthoiJedic surge r^, anesthesiology and primary care. There are 
significant shortages in the Air National Guard units where about 36 
percent of the positions are unfilled. Overall, the Air Force has 
filled 77 percept of its authorized reserve physician positions. In 
all, the Army needs to recruit 'SlSS, the Navy 200, and the Air Force 
242 physicians to reach authorized reserve strength. 

Tlte pos.sibility of using HPSP recipients to repay some or all of 
their obligated service in the reserves — serving pe^hap'^s three or 
ionr y^ars in the. reserves in lieu of one year on active duty — seems 
worthy' of agMous exploration. The Navy and the Air Force are likely 
to requir^piwer new HPSP recipients for their active forpes in 
future yeare than they ate' currently programmed to receive., If the 
law were changed to authorize payback- time in the reserves, the Navy^ 
and Air Force reciui'yem.ents could be filled very quickly* Indeed, it 
seems essential to reallocate the HPSP to give the* Army a much larger 
share of the HPSP. output to hel^p it achieve its authorized levels of 
both active duty and reserve physicians. Thia point is illustm^d 




Table 29.. ARMY RE;SERVE ANd' NATIONAL -GUARD PHYSICIAN S-^AFFING 
. FY-1981 





Actual 


Authorized 


■ Shortfall 


v7cncLax xnu • ncu • 


200 


642 


' ' -442 ' 


iiC VI • U vO v«± C2 X U X C O 


33 


155 


-122 


vjenerax ourgery 




ox*? 


-562 


r»c uLUsurgery 


1 9 


SQ 


1 ■ 


Ophtha Imo 1 ogy 




AQ 

« 0 y 


-AQ 


urcnopcQic ourgery 


SI 


<j -/ ^ 


-301 


Other Surg. Specialties 


C L. 

30 




— 91 Q 

-101 

X V/X 


Psychiatry 


JO 




Pediatrics 






X«J , 


\Jo/ \jlvi ■ 




82 


-64 


Eroergeticy Medicine 








Pi*pvpnt*"f VP Mpdirinp 

£^LCVC11C^VC L IC UX v« X lie 


■ 35 


100 


-65 


rnysiCax ncQicj-uc oc 






-19 




5 


24 


Anesthesiology 


26 


131 


-105 ' 


rfucleax Medicine 
Pathc^gy 


1 


2- ■ 


-1 


. 27 


. 85 


-58 


Radiology 
»Ne urology 


31- 


170 


-139' 


5 


41- 


-36 


Family Practice^ 


- 10 




+10 


Gen. Medical Officer 


34A 


1X67 


-823 










Totals ^ 


1183 


A341 


, -3158 ■ 



Soorce: Office of the ^rgeon General - March 1981 » 



-67- 



Table 30* NAVY' RESERVE PHYSICIAN STAFFING , 



r- 



STAPFIIJG 



* Actual 




Authorize 



Retired ' 



Shortfall/ 
Surplus 



/ 



1^ 



Genr Internal Med. 


64 X 


13 


M^d. :Sub9pecial^e8. 




— . 


. General 5urgery 


33"' • 


" 110 


Neurosurgery ^ 


10 


5 


Ophthaltffology , 


' ^ 39 


5 


Orthopedic Surgery 


32 - ' 


58 


V Other Surg. Specialties"^! 


49 


ii' 


^^ychiatry • 


35 


3' 


Pediatrics 
- OB/'GYN 


29. 


0 


32 ■ 


. ■ 0 


♦ Emergency He^icltie 


12 


p 


Preventive Medicine 


13" 


7-- 


Physical Hedicine &' * < 




' / 


Rehabilitation 


2 


. 0- 


' Ane'sthesiolog,^^ 


■ 18 A 




Nuclear Medicine 


1 ^ 


0 


•Patl\ology ^ 




0 


, Radiology', ^ 


• 20 ^ 


A 


Neurology, 


5 1 


I 0 


Family Practice 


39 ^ 


0 


" Gen. Medical Officer 


120 


110 


^ Dermatologist 


8 


^. 


Flight Surgeon 


- 9 


■ 97 


, Primary Qare Med. 






• ' Officer 


31 


— 326 


Totals - ^ 


623 . 


823 



+51 

' -77 

+■ 5 

+34 

-26 

+38 
' +32 

n9 

^ +32- 
+12 
+ 6 

+ 2 
, -56 ♦ 

+22 

+16 

+ 5 

+39. 

+10. 

+ 8 

-88 

-295 



-20D 



Source: Office of the Surgeon General, April 1981. 
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Table 31. AIR FORCE RESERVE PHYSICfAN STAFF INCTMEDICAL 
- . 0^ > -MOBI^ATTOinnjGMgm FY-1981 - ' 

Specialty , . Actioi^K • Authorized 



J- 



Over/ 
Shortfall 



\ 



i 



Staff CLinlcian 
^'FSnll;^' .Jjiysiclan 
^ Aerospace Med* FhysicHLan 

Pediatis^K^ian ' ' ' ^ 
• intertVist 

Jpn^rgency Physlciajjr- 
TSurgeon yy 

Urology ^ :/ 

Ophthalmology 

- Ot'orhinolaryngology 

- Orthopedic Sorgery 
• ^ OB/G,YN. , - * 

Pathology 
/Diagnostic Radiology 
Dermatology* 
•Anes tJie^ology 
jJeuroibgy „ » ' 

Psychiatry \ 
^ l^nfepeelf led. Specialty 

Autligxlz^feV^^^^ » 
* ' TotalsV' 



-H 7 




7 


^ 0 


'30. ""a 




30 


■ o' 


22 




22 


0 


13 




13 . 


0 


15. 


• 


. 15 


0 


• -1 




1 


0 






"26 


0 


^ 3 




• 3 ■ 


0 


10 . 




10 


n 
U 


2 


- 2 


' 0 


11 


♦ * 


li 




■ 9 




. • % 




( 8 




8 




•• 13 




13 


0 


2 




2 


0 


3 






.0 


1 






. 0 


15 


s 


. 15 


- ' 0- 


0 ■ 




66 




191 






-66 

— < 



AIR FORCE RESERVE UNITiS PHYSICIAN STAFFING 
— > ■ » ' — • 



Family Physician 37 
A^rospace'Mexf.*' Physician^ 164 
■ aAternist'. ' '( ' 26 
Surgeon^' '26 
. ~ Ortliopeiic Surgecm C VL 
"Totals • ' ^'-^6x' 



10 
183 
10 
29 
20 
252 



' +27 
-19 
+16 
- -3 

+13 



"^'^yS^ATIONAL GUARD UNIts f>HYSICIAN ^TAFFItfe 



70 



167 



-98 



^ , Family Physician 

Jlero^pa<:e, Med. 'Physician 235,;. • ^" 286 • , - » -51 

■' Internist ^ ' \, ' '"^ - * ° . ^ 

., 0, Surigepn J*'*,' t . ■ - • * 

" ' Orthopedic. Sur^on . - 2 ^ /• , _20, > . - 

. <T^als '• • ^ - 3X8 , : X^"^^ 

' ' ^ , : H-^ 2 

.' . .^owrce:' 0fif^ of Surgeon Genera l.USAF,- Tebruar;/ 1^1 

ERIC ... 
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by Table 32 which shows, assuming the "baseline assumptions (p. f2) 
obtain, hQW many HPSP graduates could be available to each. of th6 ' 
services' to divert to the reserves because' they would b6 in excfess of 
the number needed to maintain authori-zed active duty strength. 



Tat)l.*^32/ POTENTIAL AVAILABILITY Of HPSP (^ADU ATE S FOR- RESERVES l-^ 

, i— » 1 1 , : 

• ' Army Navy Air Force , ' 



T9er 

1982 
1983 
1984 
1985 
1986 
1987 
1988 



^0 
0 
0 
0 
0 

# 

120 



100 
30 
120 
'110 
,170 i 
130^ 
200 

19^ ^ 
210 



150 
150 
140 
150 
150 
150 
150 
150 



Source: Pregearch, Inc. 



Aft^r two or three years, it is evi^Jenf that both the Navy and 
'the Air Force wj^ll have far more IJPSP recipients becoming available 
for service* each year than they will be able to^ assign eiy^i: to 
active duty or* reserve status at present authorization levfels." At 
• the same time, the Army's needs f or^dditionad physicians will still 
be substantial, at^least^in the reserves. .Authorization of 
cafoss-service trans^fef^ to -permit HPSP recf^ients to be required to 
^erve obligatory 8ervice\in the reserves of a military service 'othet^R^ 
^han the one they signed up forj may be a desirable feature in 
legislation authorizing su^jjj^a progr&m^ ^ 
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CHAPTER 5 



GRADUATE MEDICAL EDUCATION AND MILITARY •MEDICINE 



Scope of Military GME 



The growth in military GME programs since 1965 is summarized in 
T^ible 'In 1970, before"~tlie'e.nd of the draft and during the ,yiet 

Nam conflict, there^ were^4,968 physicians <>n active duty in all 
three services^, ^028 of whom (1>.5 percent)i were GME trainees in 
-military liospitals.- By 1980, the to t^ trnml^r^a active Jut y wa^ „ 
11,651, of which 3522 (30*2 percent) were^ jmili'tary GM^ trainees. The 
change in the proportion of active 4jjty physicians, who are interns, 
residents or fellow in military hospit^als^ was particularly large for 
the Army, where it vent from 14 percent in 1970 to 39% in 1980.- The 
-^comparable proportions in the Navy went from 17 percent to 30 percent 
' and in the Air Force from 9 percent to 19 percent. All three 
services also send some active ^duty physicians to civilian GME 
programs. .As shown in Tables, 16,' 17 and 1*, during fiscal year 
1981, the Army is sponsoring 118 medical officers (6 percent 



of. its 



GME trairi^s) in civiliA GME programs, the Navy 38 t4 percent of its 
0—(ME trainees) and the Air/Fc?rce 134 (16 'percent of its (ME trainees). 

\ The distribution of military GME programs by specialty is shown 
in Table 34. The Army operates 53 percent of the ^43 GME programs in 
milit^r^ hospitals and has 51 percent^f the 3,^522ajE trainees. The 
Navy has 28 percent of the 'programs , and 31 percpnt>Sfi<the trainees ♦ 
The Air Force ha<gt^^ percent c3? the programs and 18 percent of the 

reflection ofi the 



Force ^^f^if^ 
trainees. The d]Werence^are, of cetJtse, ^ 
differences in si^e and structure of .ekcti military fliMical, department^ 
and of the facilities each -has availab^e^, 

' Tabl^J^ shows how the ^J^tive distribution' of Ghffi positio.n^J^ 
among groups of specialties ^Jlfersiamong the three services. ^The 
.'p^pblem^(and opportunities) associated with distributing resources / 
in peacetime between *the **readiness" 'and* tKe "beneficiary" missions 
is illustrated by these data. The relatively major emphasis- giV)&n to. 
training in pediatrics, Qb-Gytr, aT>d family praAiCe by the Air Force, ^ 
which account* for 37 percent of its 0^ positions— in contrast to 
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Table 33. "GRADUATE MEDICAL EDUCATION IN MILITARY H0SPIXALS> 
^ 1965-1980 ^ * : ' 4 



1965 



. 1970 



1975 



198Q 



ARMY 



Total 1 GME Trainees / 
in Milltar^y Hospitals 



Total Active 
Physicians 



ity 




s as % of 
Duty^ 



NAVY 

' Total Ijo^E Trainees 
in Military Hospitals 

Total Active Duty 
Physicians^^ 

GME Trainees as % of 
i Total Active Duty 
Physicians 

AIR FOPCE 

Total 1 GME Trainees 
In Military Hospitals 



770 
4655 



16.5 



N.A. 



N.A. 



,^rt-A. 



288 



953 



6830 



14.0 



722 



41442 



17.4 



35.3 




4482 



2 5. -3, 



934 



3391 



27.5 



532 



1796 ' 



^578 



39.2 . 



1082 



3632 



29.8 



Total Active "Duty ^. 
Physicians 

GME Trainees as % of 
Tota.l Active Duty 
Physicians 9 



3649 



7:9 



- .3994 
8i^8 



^ Source: Offices of the Surgeons General. 
• , ^ Includes interns, residents & fellowR. 

2 Average strength, 1969-1973. From Table' jl. 



3251 



16.4 



34^1 



18.7 



Table ,3A. ©IE* PROGRAMS' IN MILITARY. HOSPITALS, 1980-81 



ARMY 



NAVY. 



AIR FORCE 



DOD TOTAL 



Prog- Posi- Prog- POsi- Prog-^ Po§i- Prog- > Posir 





rams 


5^ion8 rams 


tions 


ram8>» 


tions 


rams 


tions 


Gen. Internal 




• 








• 


F— 

/ 




Medicine 


12 


269 


A 


191 


A 


106 / 


-20 • 


566 


Medical Sub- 


















specialties 


25 


251 


A 


60 


7 


2l' V 


36' 


332 


Gen^ Sureary 


8 


14.7 


A 


132 


A 


66 


16 


3A5 


Ne uro surgery 


1 • 


9 


1 


A 




_ 


2 


13 


* Op1?thalmology 


5 


36 


3 


27 


1 




9. 


70 


Orthopedics 


,7 


78 


. A 


A8 


1 


16 


12 


1A2 


Other Sub- 




•• 




< 










specialties 


•13 


107 


12 




If ■ 


2A 


29 


205. 


Psychiatry 


A 


88 


A 


' 60 


2 


30 


10 


178 


Pediatrics 


7 


128 


A 


' 58 


A 


69 


15 


255 


OB/GYN 


7 


12A ■ 


A 


7A 


A 


50' 


15 


. 2A8 


Emergency Med. 


3 


30 ■ 










3\ 


30 


Anesthesiology 


3 


, 62 


A 


A8 


_ 1 


2A 


. 8 ^ 


\^ 13A 


Nuclear Med. ' 


, 2 


V 9 


2 


&\ 


.1 


1 




\ 


Pathology 


8 


82 


A 


A8 


"1 


10 


la 


\lAO 


^Radiology 


5 


" 111 


3 


62 ' 


3 


5A 


11 


227 


Neurology 


2 


31 


3 


, . 9 


. 1 


16 


6 


56 


Family Practicjje 


6 


106- 


5 


1A8 


5 . 


11-9 


• 16 


373 


Other 


10 


128 n4 


3 


33 


A •' 


31 

,s 


17 


192 


Total 


128 


1796 


68 


1082 


A7 


6AA 1 


'2A3 


3522 



* Includes interns, residents and fellows. 

Data furnished by the Offices of the Surgeons General < 
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Tal?le 35. PISTRIBUTION OF MILITARY GME POSITIONS BY SPECIALTY, 
1980-81 , ' * • > ^ 



Amy 
No. of 

GME 
Posi-' 
tions* 



Navy 
No\*.of % 

GME.^ 
Posi- 
tions 



Air Force POD 
, No. o.f % No. of 
• GME QIE 
. *Pasi- ^ Posi- 
tions * tions 



Medi-cine & 
Medical 
So^cialties 


5 20 


\ 


f 

251 


23 


127 


20 


V 

898 


25 


Surgery and 
Surgical 
Specialties 


377 


'21 


^ 285 


26 
ti 


113 


■ 17 


♦ 

lib 


22. 


* ' . < 
Primary ^Care^ ^ 
Specialties* 
(Beneficiary- 
Oriented) 


' 358 


20 


280 


26 


238 


37 


y • 

1 

876 


25 . 


Other 




30 


266 


25 


- 166 


■•)2.6 


973 


28 


Totals 
% 


1897 


100 


1082 


100 


644 


100 


3522 


100 


*Pe(Uatrics, OB- 

i 


* 

-GYN, 


Family Practice 




■ it 




• 
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the Army's 20 percent* and the Navy's 26 percent—presumably is more 
an indication of th* facilities and resources (including patients and 
s^aff), available for texpanding GME rather than an indication of 
mission and specialty priorities. The Su^rgeons General have- informed 
the cotranittee that ^physicians with these primary cai;e specialties can 
serve effectively J*n wartime and that in, peacetime they are very mucK 
needed. .The committee bellevefe that as the military medical 
departments be^in to e^rge from the physician shortage era, planning 
. f o^ long-term "steady-state" military GME should considei^'f he .balance 
and training priorities among the specialties. ^ 

The role of military GME in the context of total national. GME is 
becoming more important^ In 1970, when military GME positions 
totalled 2028, they represented about 3 percent of , the total 
accredited 61,^68 GME positions available throughout the country. In 
1980, the 3522 military GME positions constitute 5 pefcent of the 
total of 70^672 national Q4E positions. Even more significant is 
that in 1970 ther6 were 1.8 first year GME positions for each 
American medical school graduate. But in 1980 there were only 1.2^ 
fir$t year XSME positions per U;S* medical school graduate.-^ 
Clearly, the relative importance of the military GME programs in 
relation to tWe civilian programs" has""increased. Moreover, with 
their current major dependence on the HPSP programs for recruiting 
new physicians,'' the military medical departments have to be aware of 
changing GME programs in the civilian sector. The committee notes 
that the pressures to reduce GME posltAns -in civilian hospitals^ 
appear to Be strong: -the rapid growth Tn the, proportion of acute 
care hospital beds that are 6wjied by private for-jprofit hospital 
chains that do not sponsor GME programs, the hospital cost ^ • 

• containment pressures bfeing exerted on teaching hospitals by third 
party payers^ and the concerns of Jthe specialty boards about 
producing too many specialists, particularly in light of the GMENAC 

. report, are likely to have the effect of reducing the number of- 
programs and Residents by imposing tougher standards for 
accreditation. If these trends continue, it is entirely 
possible—unless some form fef governmental, or coordinated ^ 
professional intervention occurs— that in a f^ years there may nol: 
be enough GME positions^ to* 'accommodate all'U. S. medical school 
graduates. (The committee is not prediqtlri^ this will happen; it is 
merely notinjg that ft could \iappenO Such, a development would have- 
major significance fqr the military medical departments. They will 
have to make carefully Filanned,N long-term policy decisions on the 
amount of GME they will wish to spopsor bo^th in military hospitals 
andJPfe civilian hospitals (where thJ^ay Jhave to pay the salaries of 
the trainees to secure their positidmf). The policy and planning 
consequences of these trends and potei^^al developments for the . . 
mllftary medical depar^ents merit careful attention by DOD. 



Process and Output of GME 



GME programs are as Important for their process ^fects aa- for 
'^eir output. The process of military GME affects: 

» # 
o both the quality and the quantity of patient care In the 
hospitals In which such programs are operating 

o the number and quality of fJhyslclans assigned to the medical ^ 
centers as CME trainees and teaching staff 

o the^attltude^s toward, and understanding of, military medicine 
by GME trainees. ^ 

The output of military GME draining Is Important both for the numbert 
and quality of .specialists produced and available for flej.d S 
assignments, and for the fraction of the ou^tput oriented toward 
career co^ltme|its In military medicine. -v ^ / ^.7 

, The relative" Importance of military GME as a tool for achieving 
physician manpower ^oaHTias varied durrng rh^ tvo eraff That~iraV^ 
been experienced since World War II, and the new era in^& whi<:h the 
medical departments ar6 now moving « During the draft era the 
quantitative effects of GME were relatively unimportant, but the ^ 
qualitative aspecJts were very important for. two reasons: 

Ci) To assure that the quality of medical care continues to me^^t 
professional standards. Medicine is a dynamic, technology-based 
profession, the practice of which is being continuously modified 
by the new knowledge and new technology being produced by a vast 
civilian biomedical research ^nd development enterprise. It is 
essential* for the "readi'tvess" mission that the military medical 

' departments practice high quality, technologically up-to-date 
medicine in peacetime. The operation in military medical* centers 
of accredited GM^ programs provides an institutional^ mechanism , 
for making this both feasible and necessary. The reason is- that 
th^ GHE accreditation prpcess, to assure adherence to the 

'educational standards setby^the specialty ^boards, exerts strong 
presaures on the .military^ to keep their medical department 
technology current (because new residents must be trained to use 
the Tamest diagnostic and therapeutic technologies), to provide 
competent patient care as assessed by the ACGME'^^apglJrlng current 
civilian 'standarS^, and to retain as clinical faculty adequate 
numbers of ^iell'-<\}^h^j^A staff physicians who are generally 

-interested In mal<i^lning linkages to academic medieval ceqters , 
where the interrala^ot\ of research, patient care, ^and education 
keep both f acultj^^^d students /avjare pf the shif ting^f rontiers of 
biomedical science. The cQmmltte"^ is convinced, on the. basis of 

^-Its Hslts to 17 military Hospitals,' that; the OlE programs do 
. exert d pbwerful positive affecl? on the quality of mlj^itary 



.medicine. This is observable not only at the medical centers, ' 
but also throughout the system. ^ 

(2*> To orient young physicians to iiilitary medicine. A majority 
of the medical officers who make career commitmentef^to 
military medicine are^Mrawn from thos.e who did their specialty 
' training in.milit^ary hospit;als. -1^, ^ • ^ . 

After the draft endjed, and the military were f^ced with serious^ 
shortages, the quantitative cpncerns became dominant because the GME 
' programs were used as a tool to help increase the total number of 
^-physicians (including GME trainees) in uniform, a^ well as to help 
' retain experienced physicians as long as possible by giving them 
teaching staf f' appointments. ^ Maximizing the output^ of trained 
specialists—especially in such fields as anesthesiology, radiology, 
and many of * the surgical specialties—also was ^important . 

fe 

^ In the physician surplus era into which the military are now — or 
will soon be — moving, concerns for both quality and fot achievi^ 
Optimal quantity levels will become important. The quantitative 
concern^ will be to adjust the size of the enterprise so that the 
output each y^ar will not exceed the number of ^cancles for staff 
physicians, in each olf the specialties. As explained below, 
determining the appropriate size of the GME pi;<>grams will.be part of 
a larger requirement for promulgating simultaneously a number »of 
interrelated policl^es rteeded to manage the physician manpower pools 
effectively. ^ ' • . 

QuaUty and Capacity of Military GME Programs 



Each military medical departtqiftnt anticipates -^hat\ln wartime it 
<ftoi^ld 1?b prepared to deal with large numbers of patient's with 
traumatic injuries or massive exposure to toxins or infectious 
agents. ''The training that 'young .physicians receive in peacetin^ in' 
military medical facilities is intended to assure that the physicians 
,in the medical; departinents have the necessary military and medical 
skills t-d provide such service. Although thfe medical centers are 
aware that the purpose of rhe i^-^dency programs is to train 
physicians to support the operational missions of the armed services, 
' in fact the clinical care aspect oi^ the training programs in military 
hoVitals in peacetime is indistinguishable from that baing provided 
to tfeir counterparts in civilian hospitals. The«main difference 
between residency programs in military hospitals and those found in 
civilian hospitals is that the Department of Defense programs orient 
the residents *o the military system. The site visitoi^s j/ere told 
that new military physicians, trained in the civilian sector perform 

Efficiently during their first few months Of active duty when 
mitig how to fiiijction in a military organization. 'It was tf^id 
*that physicians who received their graduate medical education in the 
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giilltary can walk into a= military hospital and perform immediately 
since they are familiar with the language, the admlnilstrative 
environment' and procedures,"^ and the. jobs performed by medical 
corpsmen, ^&iis could be important when military doctors are called 
to active duftv in a national emergency. 

All residency training programme visited by the. committee were 
approved by the |,iaison Con^piittee qn Graduate Medical Education (now 
the ACGME) so that — except for four programs (of a total of 243)* on 
probationary status — the ptogramflf at least met the minimum standards 
for accreditation* Most of the programs appear to betproviding good- 
clinical training and, on the wholp^ the residents appeared to be 
satisfied with 'the programs in which they are enrolled, though a 
number remarked on their lack of opportunity, to engage in research* 
The residents seemed to display a getjerally high level of clinical 
confidence* Their competence is documented by their adequate 
performajice on the Specialt^^oarH examinations.' 

In studying the residency review commit teew^eports, an increased 
need for staff supervision was mentioned in a number of programs. 
These findings w^re confirmed by the site visit teams* .It was 
observed that ^5^*^ programs the *rat'io of faculty to trainees is on 



the borderline of JHieptatility , both in numbers and in depth df 
'experience; additional senior staff was needed to strengthen tnem. 
Some of the reviewers thought that the/'residentS had too much 
independence and needed more direct Supervision, especially when 
learning surgical techniques. Several of the tfite visitors suggested 
that some of the residency ptograias^ sl*ould include more didactic 
conferences ancl should require t^e residents to engage in more 
scholarly activities'. 



Another ar^a of* concern of tpth the site visit teams and the 
Residency Review Committees was the amount of clinical experience 
available to the /esldents. * Certain residency programs rely very 
beavtly on tljeiiTaf filiations with other ^hospitals for clinical % 
experience. M^st frequently, it is the specialized .surgical training 
programs where this i^ the case* Constoliddtion or. some of these 
, programs into one regional military mediVal Center\open to residents 
from all thre'e military services was suggested by rome of tKe 9ite 
visitors, a$ a means of strengthening borderline residencies, , 
eliminating ilas^e^i duplication of facilities,* and improving the 
quality of care' on these setviceff. In other pragramJ, * t?he M^idents 
couli be better ut'ijized if *bhere* were adequate equipment am sOpport 
per/onnel available* The 9ite visitors were, told ttfat military 
physicians spend a lot of time providing ser^^ce^^Tlat ancillary 
personnel perfonfi iti the civiliaij ^ectdr* 

A fiumber of the si^t visit teams fefllt ^that changes in the 
practice patterns of mixbt^ry medicine had the pot^tial to disrupt 
the capacity for training at s^ome of the less utilized facilities* 
For instance, o'n^ progfam was haying' trouble sustaining the patient 



load to supporf training progm&s in pedfatrics, obstetrics > int^ernal 
medicine and'^amily practice. , T!he establishment of family practice 
panelB had idrawn ten percent of/the patient load away from the other 
three services. In the future, if tAie option to enroll in a health 
maintenance organization proves poiiular. with CHAMPUS benef icijaries, 
it has the potential of seriously reducing patients needed for 
training purposes ^at some of the major medical centers and, 
therefore, of reducing or eliminating some oj. the GME programs at 
those centers* 

(In i^m, the committee^ believes on the basis of its visits t^o nine 
medical centers, that ail tKree medical departments probably have 
expanded tlieir GME programs to their maximum capacity or eve^ 
slightly in excess of ma'ximum capacity. The problem of Identifying 
those -programs 'that have been expanded too far, or that are 
borderline as far as quality goes, is one that each of the military 
"medical departments should address in a systematic way.- The^ 
committee believes It ds, important for each medi<:al depar|:ment to , 
develop internal procedures to review the quality of the programs on 
a regular basis. Such review^ should assess the resources available 
for ^jpME including tfe scope ahd volume of patient -services, 
educational resources, and the adequacy of the teaching staff. These 
reviews should involve expert consultafnts and should be conducted in 
addition to the periodic accreditation .reviews by the ACQME. When 
resourced" for a prqgram are found to be inadequate and cannot be 
brought to the^needed level, the {urogram should^ be-reduced in size, 
phased' out*^, or consolidated with a program at anoth^ medical center* 



Optimal Sige of GME Programs' 



The PjUrpos^s of military GME programs have differed in thd two 
post World War II eras of military meoicine because the eras differed 
in one major circumstance: the ability of the ml litairy' medical 

^ departments to.'repruit tTie number's* of' physicitfns they needed. During 
the draf^ era, when the-. Be^ry Plan provided the military with all the 
trained specialists they rieeSed, military GME' was* malYitatned' at ' . 
moderate levels because 'there .was' no need ''to maximize the^ ^ 
quantitative effects of eit^peii the process or the o'utput aspects of 

^ GME. Butj as discussed earlier, thfe end .of the draft fffipelled each 
tof. the 'military medical de^partments td turn to thp GME programs to 
provide a.s much additional leverage a§ possible — In conjunction with 
the HPSP — for recruit ing* and ^-r^tainJLi^g physicians on'active duty.' 

Thus,' from the standpqifit of the inlssions c(i the^'milltary medical 
departments, thefloptlmal <f »e., the taost appropriatffe) si^e pf the 'GME 
• progi*Am is a functUon<of the availability of th^,--«iumber$ and kinds" of 
-^lltary physicians needed. v*When there are more tftan eqoiigh milita-ry 
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physicians available, the optimal size could be as small as the 
minimum size judged to be necesiary to sustain high quality patient 
care. When there are persistent 'shortages of physicians, the optimal 
"size of the GME program is the maxitnumf consistent wit)i .resource 
availability and maintenance* of hi^h quality educational ^rograAs. 

The committee considers that each of the military medical - 
departments adfted reasonably and appropriately in maximizing military 
GME during a period of persistent shortages of military physicians. 
Und'e* the circumstance.s that ha've obtained since 1973, maximal GME 
(consistent with maint^ltafi^e, of high quality^ programs) is the optimal 
size help approach and maintain the authorized levels of physician 
staffing considered necessary for the "readiness" mission. 



Three caveats are necessary: (1) special efforts appear to be 
necessary to avoid exceeding maximum capacity consistent with 
quality, (2)^ the balance among specialties may require 'attention 
|. because the ^shortages in som? specialties are likely to disappear 
sooner than in others, and \3) advance planning for reducing GME 
programs must- be undertaken to.acljust smoothlj^ to reduced size of GME 
programs required in a new "steady-state" era in which the military 
, no longer will be faced with shortages of physicians. 

On the. condition that these caveats^be observed and acted on, the 
^ committee belfevefe it 'would i>e appropriate far, the Army to maintain 
i,ts military GME programs at Tuaximal sjze until it reaches its - 
authorized, active duty strength and-has made substarvtial progress in 
filling its vacancies for reserve physicians. It could then begin 
scaling down it^s GME programs to the much smaller size that would be 
compatible with the requirements for maintaining high quality active 
^,duty and reserve forces at authorized strengths. 



The 'circumstances of the Navy and the Air Mrce are -surh that 
planning for the approaching physician .surplus ^a should be 
undertaken on a priority bssis. Although neitlTer service has reached 
the point that physician shortages are no longer a matter of 
concern-'-b^th medical departments still assign to patient care'large * 
numbers of geneMl medical officers and flight surgeons who have not 
coraplei^ed residency training — l^t seems clear that they are rapidly 
apj)roaching a 'time when a shortage of physicians will no longer be 
the 'problem. ' Any reduction of their GME program^ should be planned 
so that the reduced outputs for each specialty will be compatible 
with a situatioj^ in whjch the sizes of the carreer and non-carjeer 
pools will have •been pre-determined and the policies, mechanllsims, 
and criteria governing. promotit>ns and assignments also will have been 
a<Jju6ted appropriately to ^he ^new circumstances. 



with 



T^e committed sees«no basis ft)r assuming that it would be 
appropriate to require all three medical departments to operate 
the same proportion of their active duty medical officers in Gh 
statufl. The pertinent circumstances of each department are 
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different'. Each has a different amount, type and distribution of 
patient care .facilities suitable for conducting GME programs and each 
has very, different requirements for operational assignments f dr its 
physicians. The committee believes, however, that it will h^ Very 
important for the Department of Defense to require that each^ 
department develop a set ©f planning criteria and personnel 
policies — as well as GME program-sizes — that are appropriate foT: the. 
forthcoming era of military medicine and that are based on 
appropriate and explicit assumptions *that are consistent among the 
services and with overall DOD policyy^^ 
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Appendix B' 



'■ » INTERVIEW GUIDE 
^ -f or 

lOM SITE VISITORS . 

Interns. Residents, Fellows at Military Hospitals 



Name 



2. ^ Specialty of Re8idency_ 
J. Year of Irainlng 



4. Medical .School attended (dates)^ 



5. ,How recruited into milkary ^ervice_ 

6. Date of enlistment ,r"^^" ' 



-f 



7. Amount of obligated time_ 
8\ Marital status 



9. Number of dependent s_ 



10, Why did you choose military GME?_ 



9 \ V , . 

11. Does'this residency meet your expectations? Why?_ 
• ^ I 



I 



12. Do you feel that there Is a fair mix between providing medical 
servlcjes and medical Education in this residency program? 



P ' ; ^ 

13. What billets would you like to be assigned to? Why? , ^ 
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14 » Do you plan to remain past obligated service?^ 



^ , 

15 J What a,re your professional. plan8?_ 



16. What is (or is not) desirable about a career In military medicine?. 
■ ^ ^ ^ ^ • . ■ • 

'- : '■ ^ i— 



17. Expected date of separation?* 



18. In your opinion, what are the most undesirable biJllets?_ 



'19. How does the assignment of these billets affect the decision^ 
remain in. the military? ^ 



-# : — T — -^- 

20. 4rnen do you expect to leave military service?^ 

« 
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t 
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Appendix C 



INTERVICT. GUIDE - 
. for 

. • lOM SITE VISITORS - " 

Staff Physicians at Military Hospitals 



1. Name 

— y — 
Specialtfy_ 



3. Length of Service^ 



4, Grade or Civil Ser,yice_ 



jf5^ How recruited Into military^ 
6* Medical* school attended 
?♦ Location, of GME 



8. Amount of obligated timej 

9. Marital status v ^ 

10. Number of dependents 



*11. Cl^ronologlcal list of billet8_ 



.A 



^ : = ^ 

12. Why did you choose a career) in military medicine 




13. What 4re. your principle re8ponsibilitle9?_ 



14- Are theta any outfft;andrng institution^^! problelms that hinder your 
afcilitTto carry ou^* yoigr .duties? 

... . 



15. How is. the "instftutlon^L morale? 



16. Describe the 'reliance on af f ilia^tjions teaching 'staff . ^ 
Clinical material? , ' * , 



17. What kind of responsibility does the medical staff take for 
delivery of care in satellite units? 



4 * 



V 
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